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It is now nearly fifty years since William Stewart 
Halsted of Baltimore introduced the radical operation for 
the treatment of cancer of the breast. The technique of 
the operation has undergone modification during that 
period, but Halsted’s principle has been accepted 
throughout the world of surgery, and for many years the 
radical operation has been more or less standardized. 
Moreover, the degree of standardization has been some 
indication of the satisfaction with which surgeons have 
regarded the results that have been achieved. The satis- 
faction has been only relative, because treatment of 
cancer in all parts of .the body has been disappointing. 
The treatment of cancer in the breast has perhaps been 
less disappointing than in most other positions. 
Standardization must not, however, be allowed to 
create a fixed belief that no further improvement is 
possible and that any suggested change is necessarily 
to be regarded with disapproval. Most surgeons who 
have taken the trouble to follow up their patients after 
performing the radical operation for cancer of the breast 
are indeed gravely dissatisfied with their results. 1 have 
described elsewhere (Keynes, 1929, 1932) the earlier 
stages of an attempt to find out whether irradiation with 
interstitial radium needles might be used to mitigate or 
possibly abolish the necessity for so drastic a form of treat- 
ment as the radical operation. The present communica- 
tion embodies the late results obtained in a longer series 
of patients treated with interstitial radium than has 
hitherto been recorded. Encouragement is to be ob- 
tained from a survey of the present treatment of cancer 
in general, for irradiation has virtually supplanted sur- 
gical operation in cancer of the tongue, mouth, and fauces, 
and in cancer of the cervix uteri. At one time there was 
a widespread belief that cancer of the breast is not a 
radiosensitive neoplasm, and it was stated, particularly in 
Some clinics on the continent of Europe, that satisfactory 
irradiation of the contents of the axilla is impossible. 
These statements I believe to be untrue, and a test is pro- 
vided by the late results of irradiation as presented here. 
From the ordinary surgical standpoint it is exceedingly 
unorthodox to suggest that conservative methods of treat- 
Ment, sometimes without any removal of tissue whatever, 
could possibly be better than radical operation, or even 
as good. I used to maintain myself that the earlier the 
disease the more radical should the operation be, since 
the hope of curing the disease was greater; and I was 
aghast when some of the older surgeons, such as the 
late Sir Anthony Bowlby of my hospital, expressed their 


* The substance of an address delivered to the American Surgical 
sociition in New York on June 5, 1937. 


belief that the patients would do just as well if only a 
local removal of the breast were performed. I must 
confess that my opinion has now gone to the opposite 
extreme, and I am prepared to maintain that if the 
axillary lymph nodes are extensively infected dissec- 
tion of the axilla may be harmful, and that if 
they do not appear to be infected it is unnecessary, 
provided that radical irradiation is carried out in 
every patient. 1 have also to confess that I have had 
increasing difficulty in accepting any theory of lymphatic 
permeation by cancer cells, since so many of its impli- 
cations seem to be contrary to experience and to common 
sense. I have been greatly interested, therefore, in 
anatomical investigations on lymphatics carried out 
recently at St. Bartholomew's and University Col'ege 
Hospitals by J. H. Gray (1936, 1936a) under the inspira- 
tion of Professor H. H. Woollard. By the use of 
thorotrast and barium lymphatics have been made 
visible and their course traced more accurately than 
before, and it has been shown that there are no lymphatic 
plexuses in the deep fascial layers. Thus the lymphatic 
system of the breast lies in the gland and on its surface, 
the main lymphatic trunks passing round the fold of the 
axilla to the axillary nodes. No evidence whatever has 
been discovered in support of the theory of centrifugal 
permeation. On the other hand normal lymphatic 
channels are found to connect a carcinoma with infected 
nodes, the only possible inference being that carcinoma 
cells pass to the nodes as emboli, usually without forming 
intermediate points of growth. The supposed permeated 
channels have been shown to be generally infiltration in 
planes of tissue cleavage, or sometimes to be growth in a 
venule. It follows, therefore, that widespread operations 
based upon the permeation theory of lymphatics in fascial 
planes have no real justification. If Gray's observations 
are correct it will be necessary to revise our conception 
of the spread of cancer, and then perhaps the idea of con- 
servative treatment of cancer of the breast may become 
less repugnant to us. 


Interstitial Radium Treatment 


It was first suggested to me in 1922 by Professor 
George Gask that an attempt should be made to treat 
cancer of the breast with interstitial radium alone. For 
the first two years only patients with recurrent disease 
following operation were so treated. In nearly every 
instance the growth was found to disappear, and the 
method was then extended to the primary disease, the 
first patient being treated on August 1, 1924. For the 
next four and a half years only patients with very 
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advanced or inoperable tumours were treated in this way, 
and the results in fifty of these were examined before 
it was thought justifiable to extend the procedure to the 
earlier stages of the disease. It was soon apparent that 
the belief that cancer cells in the breast were not sensitive 
to irradiation must be abandoned. Some remarkable 
results were obtained, and although the majority of these 
patients are now dead from metastases, many of them 
remained alive for periods up to eight years without 
external signs of disease. Six of them are still alive 
nearly ten years after treatment, and five of the six— 
that is, 10 per cent. of the whole - are without any signs 
of disease. 

Two of these patients are shown in the illustrations 
on the Special Plate: 

A patient, aged 40 (Fig. 1), came with a large tumour in her 
left breast which had already produced elevation of the breast 
and retraction of the nipple. The disease was advanced, 
though still operable. There were palpable lymph nodes in 
the axilla. She was treated with radium alone after the 
diagnosis had been proved by biopsy. The picture illustrates 
her present condition. There is some contraction of the 
breast, which followed the disappearance of the tumour, but 
the patient is without signs of disease ten and a half years 
after treatment. 

A stout patient, aged 57 (Fig. 2), had a very large tumour 
in the left breast. It was infiltrating the skin and was adherent 
to the chest wall, so that it was judged inoperable. No 
secondary disease in the axilla could be detected, but the 
patient was so stout that large nodes might have been present. 
She was treated with radium only, and except for a depressed 
scar in the position of the tumour she shows no trace of her 
disease nine years later. 


When this series of fifty trials of interstitial radium 
had been completed it was felt to be justifiable to extend 
the method to treatment of earlier stages of the disease, 
and from that time to this I have systematically used 
radium either by itself or in combination with very con- 
servative surgery. The radium has always been applied 
interstitially in the form of needles, the general principle 
being illustrated in Fig. 3. 


Method of Treatment 


The technical details have been described elsewhere 
(Keynes, 1929, 1932) and need not be repeated here. At 
the present time the whole breast area is treated with long 
needles, each containing 3 mg. radium element, placed in 
parallel series from each side and overlapping in the 
centre. The axilla is irradiated with from four to seven 
needles, two of which can be introduced into the apex of 
the axilla through the pectoral muscles. Care is taken 
to avoid placing a needle in too close proximity to the 
neurovascular bundle. Three shorter needles are intro- 
duced into the area above the clavicle, and, lastly, one 
of the shorter needles is placed in each of the upper 
three or four intercostal spaces. Recently, however, I 
have felt doubtful about the necessity for intercostal 
irradiation in most patients, and, as these needles are apt 
to cause pain, I have been tending to omit them. Mv 
experience shows that intercostal recurrence is exceedingly 
uncommon, and in view of Gray and Woollard’s work it 
seems improbable that lymphatic dissemination takes place 
readily in that direction in the earlier stages of the 
disease unless it has started at the periphery of the 
inner part of the breast. The needles are usually left 
in position for seven days. No radon has been used. 
Surgical operation, if employed at all, has preceded 
irradiation, and has been done with the diathermy 
needle. No dissection of the axilla has ever been carried 


‘in the breast or in the skin. 


out, though occasionally an infected gland close to the 
axillary tail of the breast has been removed. 

The patients were carefully observed, and in due course 
a certain number of failures were noted. These failures 
were either shown by incomplete disappearance of the 
primary tumour or by the appearance of recurrent nodules 
In a number of patients 
these residual tumours were removed and examined nine 
months or more after the irradiation. It was then found 
that in SO per cent. of them no discoverable cancer re- 
mained, the tumour consisting entirely of fibrous tissue. 
In the other 50 per cent. there was evidenct of active 
cancer. This result led to a reconsideration of the pro- 
cedure, and it was realized that the failures might 
reasonably be attributed to the physical limitations of 
radium needles. The penetrating power of the rays is 
strictly limited, and many of the tumours were too thick 
and bulky for the gamma rays to penetrate them effec- 
tively from below, so that the cancer cells in the centre 
or at the surface did not receive a lethal dose. Another 
more theoretical difficulty was the supposed variation in 
the sensitivity of the cancer cells themselves. I do not 
attach much importance to the second consideration, but 
the bulk of the tissue to be irradiated did seem to be 
a serious obstacle unless the dosage of radium were to 
be greatly increased, and to this there were other objec- 
tions. I therefore decided to remove more frequently 
either the tumour or the breast before irradiation, 
according to circumstances. Sometimes in the earliest 
stages of the disease it was desirable to remove the 
tumour in order to establish the diagnosis. Whenever 
an operation was done it was as conservative as circum- 
stances would allow, and never was it allowed to extend 
to removal of the pectoral muscles or dissection of the 
axilla. In the majority of patients, therefore, the amount 
of mutilation was negligible, and, for some, radium was 
still alone employed, without any operation at all. This 
procedure could only be justified if it was clear that the 
effect of radium on the axillary lymph nodes was good. 
It may be stated at once that close observation of the 
patients over many years has shown that the results in 
the axilla have been uniformly good. Large axillary 
nodes have been made to disappear almost with certainty, 
and they have not recurred. If the axilla did not contain 
palpable nodes none have developed afterwards. These 
facts have crystallized the procedure at the present time 
as follows: 


1. Local removal of tumour if it is large or the diagnosis 
is uncertain, followed by radium. 

2. Local removal of the breast if the tumour is very bulky, 
followed by radium. 


3. Never dissect the axilla. 
4. Radium by itself may be used: (a) if the tumour is of 


moderate size and the diagnosis certain on clinical grounds; 
(b) if the patient refuses operation. 


No patients have been treated without histological proof 
of the disease unless the diagnosis was quite plain from 
the clinical signs. 

If the disease has extended to the supraclavicular nodes 
when the patient is first.seen, this has usually been 
found to be accompanied by disease within the thorax, 
so that the patient will often be unsuitable for treatment 
by radium, which, like surgical operation, is essentially 
a local form of treatment. Apart from the obvious 
necessity of sometimes rejecting those who showed 
evidence of metastases in viscera or skeleton, there has 
been no selection of patients. 
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Statistical Results 


Before considering the figures emphasis may again be 
laid on the fact that interstitial radium treatment is 
strictly comparable to surgical operation in that it is a 
jocal form of treatment, although it can be extended to 
the area above the clavicle which is not usually included 
jn an operation. For this reason no startling improve- 
ment in the survival rate was to be expected if radium 
were used as an alternative to surgery. It is the 
metastases, and not the primary disease, that usually 
cause the death of the patient, and for that reason I 
never shared the exaggerated hopes that were at one 
time placed by some people in the future of radium. 
On the other hand, some local advantages were to be ex- 
pected if the general results seemed to justify its use. 

For statistical purposes I have divided the patients into 
the usual three groups: 


Group I.—Disease apparently confined to breast. 


Group Il.—Disease apparently confined to breast and 
axilla. 


Group II1.—Disease advanced or inoperable. 


The statistical results have been very kindly prepared for 
me by Lady Forber, who, as Miss Janet Lane-Claypon, 
did so much statistical work on cancer for the Ministry 
of Health, and reliance may therefore be placed on their 
accuracy. 

The total number of patients treated by me at St. 
Bartholomew's Hospital, at the Mount Vernon Hospital, 
Northwood, and privately up to the end of March, 1937, 
is 325. Of these the patients treated within the last three 
years must be excluded. This leaves 250 as the total 
available for statistical examination. They are distributed 
as follows among the groups: Group I, 85; Group II, 
91; Group Ill, 74. Total, 250. 

The net percentage survival rates among my patients 
have been ascertained by Lady Forber to be as shown 
in the following table: 


Net U.C.H. 
Group Number Survival Survival 
I 85 83.5 79.2 
At three 
years I 91 $1.2 $2.3 
I 75 71.4 69.1 
At five | 
years I 66 29.3 30.5 
ll 60 23.6 


Allowance has been made in the third column for 
patients who died of intercurrent disease, and the figures 
theretore give the net survival rate. In the fourth 
column I have added the survival rates obtained as the 
result of an investigation carried out by W. H. Graham 
Jessop (1936) at University College Hospital, as this 
eemed to be the nearest approximation that I could get 
to a comparable series of a similar number of patients 
treated by surgery alone. 

The only category of really curable patients is that 
included in Group I, which is therefore the most 
imteresting from the clinical standpoint. Net survival 
lates in this group of 83.5 per cent. and 71.4 per cent. at 
three and five years are satisfactory. The University 
College Hospital series give 79.2 per cent. and 69.1 per 


cent. for the same periods, and probably it is fair to 
assume that in round figures 80 per cent. and 70 per 
cent. may be regarded as average results with the best 
surgery. My figures for radium are slightly above this 
average. I should attach no importance to this small 
difference were it not for the fact that the statistics in 
this group are weighted heavily against me. When 
Group I relates to the results obtained by the radical 
operation the contents of the axilla have been removed 
and examined histologically, so that those patients having 
infected nodes which were not clinically palpable have 
been eliminated. My Group I, on the other hand, is 
necessarily a clinical group only. There can be no 
doubt that a proportion of them would prove to have 
infected nodes if the contents of the axilla were examined. 
Group I is therefore composed in reality of a mixture 
of Group I and Group II patients, and is more un- 
favourable than appears on the surface. Lady Forber 
tells me that there is insufficient material for forming an 
accurate basis on which to correct this error in grouping. 
Such material as there is indicates that the possible error 
is in the neighbourhood of 27 per cent. She has applied 
this correction to my series, and she then finds that the 
corrected survival rate for the patients in Group I is as 
follows : 


Survival Rate in Group 1 Corrected for Probable 
Clinical Error 
At three years oe ee 
At five years oe 86.3% 


I must confess that these figures surprise me, and they 
are only published in print with the warning that they 
contain an element of conjecture. I think it is fair to 
assume, however, that, if the correction could be 
accurately made, the true survival rate for Group I 
patients would be substantially higher than appears in 
the table given above. 

In Group II the survival rates of approximately 51 
per cent. and 29 per cent. at three and five years are 
almost exactly the same as the figures from University 
College Hospital. In this group so many of the patients 
are necessarily doomed to die from metastases which have 
already started when they first come for treatment that 
little improvement in the survival rate could be 
expected. 

In Group III,“Where I obtained a survival rate of 
approximately 31 per cent. and 24 per cent. at three 
and five years, it is impossible to give any comparable 
figures from surgery, since so many of the patients are 
judged, wisely enough, to be inoperable. The survival 
rate that has been obtained among these patients is the 
more remarkable when it is remembered that they 
represent the group that the pure surgeon knows he cannot 
help: the patients, in fact, that he willingly allows the 
radiologist to treat. 

It has already been mentioned that although none of 
the patients has been submitted to dissection of the axilla, 
an increasing number of them have had the tumour or the 
breast removed before the radium treatment was given. 
Comparatively few of these, however, come into the five- 
year or three-year periods, so that the number of patients 
thus treated is too small to be given separately as percent- 
ages. So far as they go the figures now accumulating 
suggest that there may be a slight further improvement 
following the preliminary excision, though this cannot yet 
be asserted with confidence. There will, however, be an 
improvement in the incidence of secondary minor 
operations for local recurrences. 
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The Survival Rate following Radium Treatment 


It is perhaps idle to seek at present for any definite 
cause to account for the apparent rise in the survival rate 
of Group I patients following radium treatment. 1 can 
only point out that the radical operation has a definite 
operative mortality. lt is in the neighbourhood of 3 
per cent. according to the University College Hospital 
figures. Radium, on the other hand, has virtually no 
operative mortality. Up to the present time only one 
patient has died while under treatment, and she was 
found to be suffering from advanced disease of the heart 
with failure, from which ie might have died at any 
moment. This operative mortality would probably 
militate more against Group II patients suffering from 
more advanced disease than against Group I. Neverthe- 
less, elimination of this mortality might make a 
difference of 1 per cent. in Group I. Secondly, the 
radical operation undoubtedly delivers a knock-out blow, 
from which many patients do not really recover for a 
considerable time, and it is possible that their “ resistence 
to the disease * (whatever that may be) is lowered by the 
shock they suffer. The shock from interstitial radium, 
on the other hand, is virtually nil, so that here again an 
advantage may result, though this is theoretical. Lastly, 
there is the complete elimination of surgical interference 
with the lymphatic system of the axilla. I think it is not 
impossible that this dissection, as commonly performed, 
may sometimes disseminate the disease, when it has been 
temporarily held up in the neighbourhood of the 
axillary lymph nodes. Interstitial radium, on the other 
hand, irradiates cancer cells in that position without dis- 
turbing them, and this may possibly be a real factor in 
giving a better survival rate. Again this is theoretical, 
and I am sure that more knowledge must be obtained con- 
cerning the exact mechanism of the dissemination of 
cancer before the matter can be settled to our satis- 
faction. This suggestion is put forward, however, par- 
ticularly in view of the results from the use of radium in 
Group I, and in view of the work of Gray and Woollard, 
which these authors think points to dissemination being 
largely embolic. They even deprecate on this basis any 
more handling or squeezing of a cancerous breast than is 
absolutely necessary. I have often wondered in past 
years, as I watched patients being examined by twenty or 
thirty students in succession, whether this might not be 
seriously affecting their expectation of life, and now it 
seems as if the answer may be in the affirmative. Gray 
and Woollard are of the opinion that my suggested ex- 
planation of the improvement in Group I with radium 
is probably correct. 


Comparison with Radical Surgery 


I can lay claim to speak without any anti-surgical bias, 
since pure surgery is the chief preoccupation of my life. 
Yet I feel that it must be the ambition of every con- 
scientious surgeon to assist in the gradual elimination of 
any operation so extensive and severe as the radical 
operation for cancer of the breast. I cannot help, 
therefore, being interested in noting what may _ be 
achieved, apart from. statistics, by the conservative 
method I have described in comparison with radical sur- 
gery. No one can deny that radical surgery often 
entails, in addition to an appreciable operative mortality, 
a really hideous mutilation. There is, as a rule, remark- 
ably little limitation of. strength and movement of the 
arm, unless the interference with the axilla results (as it 
not infrequently does) in an_ obstruction of the 
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lymphatics of the arm, with its attendant swelling and 
helplessness. This state of affairs, when it occurs, is 
very distressing indeed. Again, routine radical surgery 
does apparently sometimes result in actual dissemination 
of the disease with widespread recurrences in the skin 
flaps and their surroundings. It is impossible to escape 
the conclusion that radical surgery does occasionally do 
more harm than good. Lastly, and I believe very im- 
portantly, there is the psychological aspect. Most women 
know what is meant by surgical treatment of cancer of 
the breast, and | am sure that very often they are intimi- 
dated by the prospect. Surgeons constantly bewail the 
fact that patients will not come for treatment soon enough, 
very often hiding their disease until two years or more 
have elapsed since it was first noticed. 1 am afraid it 
is the fact of surgery that is partly responsible for this 
attitude on the part of the patients. They are afraid of 
it, and, frankly, I am not surprised that they should be. 
It is this feeling that deters them from seeking advice, 
and so prevents any considerable improvement in the 
end-results such as might follow earlier diagnosis and 
earlier treatment in the aggregate. 


Advantages of Conservative Treatment 


The advantages of conservative treatment such as I 
have outlined are as follows. The mutilation is usually 
slight, and very often may truthfully be called negligible. 
The Special Plate gives a few examples of the present 
state of patients some time after treatment. 


Mrs. B., aged 38 (Fig. 4), had a nodule of growth in the 
axillary tail of the right breast. It was excised with 
diathermy, and radium treatment was given in August, 193]. 
Six years later she is without signs of disease. 

Mrs. W., aged 38 (Fig. 5), had a similar history. The 
lump was excised, and she was given radium treatment only. 
She also is without signs of disease six years later. There 
has been some contraction as the result of the disease and 
the treatment, and the breast is somewhat elevated in com- 
parison with the other. 

Mrs. C., aged 34 (Fig. 6), was treated recently by excision 
of a nodule of cancer in the right breast, and then by radium. 
Eleven months later the breast is virtually normal. 

Mrs. C., aged 61 (Fig. 7), had a small tumour in the upper 
part of the left breast. The treatment was the same as in 
Mrs. C. above. and one year later the breast is normal. 


There can be no doubt of the aesthetic advantages of 
conservative treatment. 


Mrs. X., aged 39 (Fig. 8), when first seen had a very early 
carcinoma in the outer part of the right breast. This was 
treated by excision, followed by radium to the outer half 
of the breast only. She remained well for nearly five years, 
and then showed signs of a second carcinoma in the centre 
of the same breast, with deviation of the nipple. The patient 
refused operation, and was treated with radium only. Eighteen 
months after this a very small nodule in the left breast, 
which had been under observation for some time, became 
larger, and there was a blood-stained discharge from the 
nipple. This nodule was excised and proved to be a third 
carcinoma, and radium was inserted in the breast. The 
patient now shows some contraction of the right breast, which 
has had two treatments, but is otherwise quite well more than 
eight years after being first treated. She would rather have 
died than submit to removal of a breast, and is unique if 
my series in having had treatment for three primary growths 
apparently with success. 


With conservative methods there is, as already stated, 
virtually no operative mortality, and there is never any 
operative shock. I have never seen lymphatic oedema 
of the arm which was due to radium. If it occurred, # 
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was always due to metastatic disease in the thorax. 
Widespread local recurrences after radium treatment are 
very uncommon, and they do not ever appear to be 
attributable to the treatment. Finally, a number of 
patients have been encouraged to undergo treatment only 
because they were to be spared the mutilation entailed by 
surgery. Patients have sometimes said and written to me 
most moving things in this connexion, and I have no 
doubt that if conservative treatment were to. be 
commonly practised it would finally have the result of 
bringing more patients to the benefits of early treat- 
ment, and so improve the end-results. 


Some Disadvantages 


Against these advantages of conservative treatment must 
be set certain disadvantages. There is, for example, the 
difficulty of the interpretation of results. I have already 
mentioned the possibility of there being a residual tumour 
after treatment by radium alone, and the difficulty of 
knowing whether this contains active carcinoma or not. 
In addition to this there is the post-irradiation fibrosis 
which is apt to appear as long as two years after treat- 
ment in the positions where the irradiation has been most 
intense. It is particularly liable to occur on the inner 
wall of the axilla, and many of my patients have fibrous 
lumps in that situation which would unquestionably be 
diagnosed as recurrent cancer by inexperienced observers. 
Needless excisions of these lumps and long experience 
have enabled me to distinguish confidently between 
fibrosis and recurrence, but it is clear that they introduce 
real difficulty in the way of widespread adoption of the 
method. Eighteen months ago I treated a lady for a 
very early cancer of the breast, and subsequently she 
returned to South America. Events then took place 
which greatly alarmed the surgeons in Brazil, and after- 
wards in Baltimore, though I feel sure in my own mind 
that the patient did not have a recurrence of carcinoma. 


Another disadvantage of the conservative method is the 
increased liability to neuralgia or “ rheumatic ™ pains in 
the treated areas. It is true that every woman who has 
had a cancer of the breast is likely to exaggerate slight 
pains into worse ones because she always thinks that 
pain indicates recurrence. Nevertheless, the treated areas 
do certainly remain for some time more likely to give 
rise to pain than an operation scar, and the patients are 
to that extent more conscious of their past experiences. 
I have never encountered among my patients a true 
brachial neuritis due to placing needles too close to the 
brachial nerve trunks. I have seen it produced, how- 
ever, in another clinic, and it must be remembered that 
radium needles are dangerous weapons if used with in- 
Sufficient skill (but so, it may be answered, is a scalpel 
or almost any of the instruments we are accustomed to 
use in surgery). Post-irradiation fibrosis may also 
affect the pectoral muscle and produce some degree of 
limitation of movement. This is greater when the posi- 
tion of the disease in the breast or axilla necessitates 
Placing a large dose of radium over and under the 
border of the pectoral muscle. In treating early 
disease this is not necessary, and the resulting limitation 
of movement is negligible. 


Conclusions 


The foregoing account of a clinical investigation, 
which has now extended over fourteen years, seems to 
me to show that the treatment of carcinoma of the 
breast may justifiably be made much more conservative 


than it usually is, provided that the necessary facilities 
for irradiation are available. Statistics appear to 
demonstrate that a definite improvement be 
obtained in the most favourable group of patients by 
judicious use of interstitial radium alone, or of radium 
combined with very conservative surgery. The rapid 
improvement in x-ray technique now taking place suggests 
that x rays may perhaps be used as an alternative to 
radium according to circumstances. The treatment here 
advocated is, however, conservative rather than purely 
radiological, and details of the technique will no doubt 
undergo further modification. The general trend of 
surgery in the treatment of cancer is away from the very 
extensive operations formerly in vogue, and I believe that 
this may be found to be true of the future treatment of 
cancer of the breast. My own results with conservative 
methods encourage me to proceed in that belief. 
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TUMOURS OF BONE* 
RESPONSIBILITIES OF THE PATHOLOGIST 


BY 


J. S. YOUNG, M.C., M.A., M.D., B.Sc. 


Professor of Pathology, Queen's University, and Honorary 
Pathologist. Royal Victoria Hospital, Belfast 


(WiTH SpeciAL PLATE) 


This is the second occasion within a year on which 
radiologists, surgeons, and pathologists have met to dis- 
cuss the same, or very much the same, problem. At 
the Royal Society of Medicine meeting in January it was 
urged by the radiologist and by the pathologist that * the 
closest co-operation must exist between the clinician, 
pathologist, and radiologist.” As I understand it co- 
operation in diagnosis means nothing more nor less than 
a fair co-ordination of responsibility, with a spice of 
mutual understanding and good will. Therefore I should 
like to summarize at this meeting the responsibilities, as 
I see them, which rest upon the pathologist in respect 
of tumours of bone. 


1. Correlation of Radiography with Pathology 


After every amputation of a limb for a bone tumour, 
and during every post-mortem examination of a subject 
in which there is a deep-seated or inaccessible bone 
tumour, the pathologist should bisect the bone contain- 
ing the lesion at right angles to the plane of the best 
radiograph available or in such other plane as will best 
facilitate the interpretation of the radiographs. This is 
better done, of course, after consultation with the radio- 
logist. Next the pathologist must determine the histo- 
logical structure or classification of the growth. And 
then the radiologist and the pathologist together, with 
the surgeon if he is interested, should correlate the 
macroscopical and microscopical appearances of the 
growth with the radiographs. I need hardly say that 
the radiographs must be recent if the correlation is to 
possess any degree of accuracy. If no recent radiographs 


* Read in opening a discussion at a joint meeting of the Sections 
of Pathology, Bactrriology, and Immunology, and of Radiology, at 
the Annual Meeting of the British Medical Association, Belfast, 1937. 
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are available it is desirable to take fresh radiographs 
after amputation, or post mortem, as the case may be, 
before the specimen is interfered with. In this connexion 
I have much pleasure in expressing my warmest thanks 
to my radiological colleagues in the Royal Victoria Hos- 
pital—Drs. Beath and Montgomery—for their inexhaust- 
ible Kindness and help. For the purposes of correlating 
radiography with pathology there is no technical pro- 
cedure which can approach the preparation of giant 
sections of the whole tumour, or segments thereof, 
approximately 4 in. by 3 in., if the tumour is very large. 
These sections, mounted and stained on a clean quarter- 
plate, can then be projected on a screen by means of the 
epidiascope. Three examples are illustrated: (1) an 
osteogenic sarcoma of the tibia, invading the knee-joint ; 
(2) an osteolytic sarcoma (Geschickter) of the femur ; 
and (3) a Ewing sarcoma of the upper end of the tibia 
following irradiation (positive radiodiagnostic test). In 
passing [| may say that the application of the radio- 
diagnostic test in any surgically accessible and radio- 
apparent bone lesion of doubtful nature always fills me 
with alarm. The lesion in this case was a Ewing sarcoma, 
which had been regarded clinically as a Brodie’s abscess. 
Eventually a biopsy was done and the diagnosis was 
returned within twenty-four hours. The patient, aged 21, 
serving in the Royal Irish Fusiliers, refused amputation, 
and intensive irradiation was instituted immediately. The 
local result was good, but meanwhile a swelling slowly 
appeared above the knee. Amputation was performed a 
month later, and then it was discovered that the supra- 
condylar pouch of the knee-joint was filled with tumour 
tissue. The Ewing tumour is very generally admitted 
to be the most radiosensitive of all bone sarcomas with- 
out exception; and yet in this case extension occurred 
during radiation treatment. The patient died five months 
later with widespread metastases in his skull, sternum, 
and other bones. In my opinion the radicdiagnostic test 
is apt to postpone amputation until it is too late. 

I have no doubt that careful correlation of radiography 
with pathology is practised to a greater or less extent 
in all the larger centres, but the subject is important 
enough to bear repetition. Also it has the great merit of 
being above and beyond criticism and controversy. 


2. Biopsy 


When we turn, however, to the second responsibility or 
function of the pathologist—namely, to the diagnosis of 
bone tumours by biopsy—we discover a violent clash of 
opinion. In some centres, of which the Royal Victoria 
Hospital in Belfast is one, an “open” biopsy is carried 
out as a routine procedure in every doubtful but accessible 
lesion of bone before any major mutilating operation is 
undertaken. In other centres radiologists, surgeons, and 
pathologists are opposed, root and branch, to the pro- 
cedure of biopsy on the grounds that it is dangerous, 
unreliable and often misleading, and unnecessary. If they 
are right it is evident that the practice of the Royal 
Victoria Hospital is not only wrong but dangerously 
wrong ; if they are right we cannot mend our ways too 
soon. 


Arguments for and against Biopsy 


Our first requirement is to discover the essential facts 
upon which we can all agree, whatever our creed. We can 
surely agree that the diagnosis of a bone sarcoma is a 
matter of urgency—of greater urgency perhaps than in 
any other malignant tumour. According to the statistics 
of the American Registry of Bone Sarcoma the “ five- 
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year-cure ~ rate does not exceed one in seven. In other 
words, radical treatment in America has been delayed 
beyond the time of dissemination of the growth in six 
cases out of seven. We have no comparable statistics 
in this country, and, for all that we know, our results may 
be worse than the American ones. Evidently we must 
diagnose bone sarcoma earlier and earlier before we can 
expect any significant improvement in the prognosis fol- 
lowing radical treatment such as amputation or wide 
resection. We must diagnose it, in short, before the 
surgeon can diagnose it. on clinical examination alone. 

There are only two more precise diagnostic procedures 
which need to be considered in the present state of our 
knowledge—namely, radiography and biopsy. The radio- 
diagnostic test is omitted deliberately. Radiography takes 
precedence in the procedure of diagnosis and should 
never be omitted. If the radiograph is convincing enough 
radical treatment must be carried out with the least pos- 
sible delay. If the radiograph is not quite convincing— 
and in the early stages sarcoma can be confused readily 
with tubercle or with a Brodie’s abscess, so that the 
stakes are a limb against a life—what are we to do? We 
can either perform a biopsy at once or we can wait for 
a month or for three months, or even longer, until the 
radiographic diagnosis is unmistakable. Our choice of 
procedure must undoubtedly be compelled by the relative 
merits of serial radiography and of biopsy in respect of 
(a) danger to the patient or risk of dissemination of 
viable tumour cells, (4) reliability, and (c) necessity, 
because these are the three respects in which biopsy is 
challenged and often condemned. 


(a) Risk of Dissemination of Tumour Cells 


Biopsy is attended by the risk of dissemination of 
viable tumour cells because the surgeon must divide many 
of the vascular channels of the growth in procuring the 
specimen for examination. Serial radiography, because 
it postpones amputation or resection for a variable period, 
is attended by a risk of the same kind. No one can deter- 
mine directly which of the two risks is the greater because 
each individual case of bone sarcoma in man is an un- 
controllable experiment. If, however, secondary growths 
make their appearance at any time after the execution 
of a biopsy, the unfortunate biopsy is invariably in- 
criminated by the opponents of the procedure, whereas 
if secondary growths appear after serial radiography or 
the radiodiagnostic test, without the intrusion of a biopsy, 
such secondary growths are regarded piously as an aet 
of God. This conclusion is merely a stultification of 
reasoning, and, as I hope to show, may not be altogether 
just to our Maker. 

Before we can reasonably proceed to a critical analysis 
of the risks attending biopsy and serial radiography respec- 
tively in the diagnosis of bone sarcoma we must close 
certain gaps in our knowledge of what might be called the 
biological behaviour of malignant tumours of bone. For 
example, we all know that these tumours are peculiarly 
liable to metastasize, but we can merely do our best 
interpret the reason. It is scarcely possible, even if it 
were prudent, to make experimental observations on any 
bone sarcoma directly. Fortunately for our immediate 
purpose Nature carries out an appropriate experiment 
which is not uncommonly observed. This natural experi- 
ment takes the form of an intrinsic tumour of the brain 
growing within the bony shell provided by the cranium. 
Such a tumour may be present for months or for years, 
for all that we know, and may be symptomless so long 
as its growth can be compensated by adjustment of the 
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cerebrospinal fluid. As the growth proceeds beyond this 
point the hydrostatic pressure of the whole cranial con- 
tents gradually rises, affecting tumour and healthy brain 
tissue alike. This increased pressure is evidenced by 
flattening of the cerebral convolutions post mortem. The 
gradual and natural increase of pressure attending the 
gradual growth of the tumour is subject to a more sudden 
increase, irregularly from time to time, owing to the 
occurrence of haemorrhages into the growth. Indeed, 
occasionally a single large and fatal haemorrhage may 
occur into an astrocytoma which has been previously 
symptomless. A malignant tumour of bone, either 
endosteal or periosteal, is growing under mechanical re- 
straint from a very early stage of its development, and 
it is a fair conclusion that its hydrostatic pressure will 
be higher than that of another sarcoma growing in soft 
tissues. We all know that haemorrhages are liable to 
occur into the substance of a bone sarcoma under natural 
conditions. Each of these haemorrhages must be attended 
by a further focal, perhaps momentary, rise of hydro- 
static pressure whereby tumour cells could be propelled 
actively into the gaping vascular channel which had been 
the source of the haemorrhage. In my opinion the hydro- 
Static pressure which we cannot see under the micro- 
scope is a far more important factor in the dissemination 
of viable tumour cells in a bone sarcoma than the rich 
vascularity of the growth which we can see. This con- 
ception is not put forward as a scientific fact, because 
the physical problems involved are so highly complex ; 
it is advanced as a reasonable hypothesis. 

We have to apply this hypothesis not to one but to two 
alternative surgical procedures in the execution of a 
First, there is the modern or “ improved ” 
method (Hoffman, 1931), which consists in the puncture 
of the bone sarcoma by a wide-bore needle attached to 
a 20 c.cm. syringe ; the tumour tissue is “ cored out ” and 
“strong suction is made” (Coley, 1935). There can be 
no doubt at all that haemorrhage will occur into the 
growth following such interference and that the hydro- 
static pressure will rise according to the volume of the 
haemorrhage. This method is described as “75 per cent. 
reliable,” and is merely asserted to be safe. According 
to my view it would be better described as “ 100 per cent. 
dangerous.” 

The second or alternative method is the simple old- 
fashioned one of incising the periosteum or, it may be, 
the cortex of the bone over the bone sarcoma more or 
less freely and always gently. Decompression should 
occur gradually. After a short interval to ensure that 
the hydrostatic pressure shall have fallen a representative 
portion of the growth is excised with a sharp knife. Blood 
escapes more or less copiously into the wound, but not 
into the substance of the growth. Thus a rise of hydro- 
Static pressure is avoided. According to my view this 
method should be as nearly as possible “ safe.” 

Let us now try to compare and contrast the risks of an 
open biopsy (that is, one executed by free incision) with 
those arising from lapse of time occasioned by the require- 
ments of serial radiography in the diagnosis of bone 
Sarcoma. Every single malignant tumour in man is an 
uncontrollable experiment. The best that we can do is 
to study the operation of the factors of biopsy and of 
time in large-scale and adequately controlled experiments 
with malignant tumours in animals. Wood (1919) took 
673 rats which had been inoculated with the Flexner- 
Jobling rat carcinoma—an adenocarcinoma which metas- 
tasizes readily to the regional lymph nodes and by way 
of the blood vessels to the lungs. These tumour-bearing 


rats were divided into three groups. In the rats of 
Group I a portion of each tumour was excised aseptically 
(biopsy factor) and the skin sutured over the wound. 
Ten days later the remaining portions of these tumours 
and the intact tumours of the rats in Group II (biopsy 
and time “control”) were excised (to prevent further 
dissemination from the primary site). The rats in Group 
III (time or serial radiography factor) were left un- 
touched. All the animals in the three groups were killed 
approximately five weeks from the beginning of the ex- 
periment. The incidence of metastases in Groups I and 
Il was 22.2 per cent. and 21.8 per cent. respectively. 
Thus the natural liability to metastases was not increased 
significantly by the procedure of open biopsy. The in- 
cidence of metastases in Group III was 32.2 per cent. 
Therefore in this particular rat carcinoma, under the 
experimental conditions stated, undisturbed growth for 
three to four weeks resulted in a considerably higher 
incidence of metastases than the procedure of biopsy 
followed ten days later by resection. Similar results were 
obtained with 384 rats implanted with the Crocker Fund 
rat sarcoma No. 10. It is not permissible to translate 
the results of these rat experiments directly to bone 
sarcoma as it occurs in man, because the biological be- 
haviour of the rat and human tumours is so vastly 
different. For example, human bone sarcoma is more 
prone to metastasize. 

We are now in a position to study the statistical analysis 
of bone sarcoma in man, with reference to survival, as 
carried out by the American Registry of Bone Sarcoma. 
It might be mentioned that the period of this survey 
preceded the introduction of the modern puncture method 
of biopsy. 

Very briefly there are seventy-four “ five-year cures” 
of osteogenic sarcoma. “It is interesting to note that 
twenty of the cases had some form of operative procedure 
on the tumour at periods of one day to five years prior 
to amputation. These operative procedures consisted of 
single or multiple biopsies, curettages, explorations, ex- 
cisions, or resections ~ (Crowell, 1935). 

These results have puzzled, not to say grieved, the 
opponents of the procedure of open biopsy. How have 
they received them? Their lament has echoed across the 
Atlantic from New York to London. And what has been 
the burden of their lament? “How many more would 
have been alive this day if there had been no biopsy!” 
Their lament comes from the very heart of their pre- 
conceived idea that an open biopsy is a highly dangerous, 
if not a lethal, procedure. Therefore it is all the more 
astonishing from their point of view that several of the 
patients survived more than one exploratory operaticn. 
It has been so often asserted as a fact that an open 
biopsy in bone sarcoma is a procedure highly dangerous 
to life that it is now very generally accepted as a fact, 
without a single vestige of proof. Indeed, there can be 
no scientific proof in this issue, because no man knows 
when dissemination of viable tumour cells occurs in bone 
sarcoma, except that it occurs early. Surely it is un- 
necessary to point out that the whole purpose of the 
American Registry of Bone Sarcoma will be defeated if 
the facts it brings to light are allowed to be overthrown 
by a preconceived idea—even if that preconceived idea 
is one precious to the hearts of many surgeons, many 
radiologists, and not a few pathologists. 

Scanty as the figures are, they tell us that an open 
biopsy is not lethal. They suggest the possibility, in the 
light of Wood's experiment on rat sarcoma and rat carci- 
noma, that an open biopsy may not even be dangerous. 
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(b) Reliability of Biopsy as a Diagnostic Procedure 


Every means has been used to discredit biopsy as a 
diagnostic procedure in bone tumours. It has been stated 
by some radiologists and by some surgeons that biopsy 
is “unreliable and often misleading.” If there is any 
truth at all in that statement surely the radiologist, the 
surgeon, and the pathologist concerned should co-operate 
more closely to improve their joint efforts. It has been 
stated by some few radiologists that radiography is a 
more conclusive diagnostic procedure than biopsy! In 
considering the relative merits of radiography and biopsy 
in the diagnosis of lesions of bone, from the very outset 
we must avoid an elementary mistake which is too com- 
monly made by the masters of radiology. It is not 
reasonable to match a pathological David with a radio- 
logical Goliath. For any fair test of the kind, deplorable 
as such a test must always be, we are bound to presume 
that the radiologist, the surgeon, and the pathologist par- 
licipating in the test each knows his job. If these con- 
ditions are fulfilled it is merely absurd to continue the 
discussion, because the microscope is an instrument of 
infinitely greater precision than the radiographic machine. 
The microscopist will occasionally make false interpreta- 
tions of his material if he is human: so also will the 
radiologist if he is not superhuman. The precision is a 
function of the instrument, not of the man. In stating 
these facts | do not disparage the magnificent achieve- 
ments of radiography, but merely recall that, like every 
other science, including pathology, radiography has its 
limitations. One would not use a microscope to diagnose 
a simple fracture of the humerus, let us say, because that 
is the job of the radiographic machine. On the other 
hand, if the fracture were a pathological one the micro- 
scope might inform the radiographic machine that the 
real Jesion was a secondary hypernephroma and direct it 
to the kidneys; the radiographic machine would inform 
the microscope which of the two kidneys was involved. 
In short, radiography and pathology (in the procedure 
of biopsy) are not rivals: the two sciences are comple- 
mentary, one to the other. 


(c) Necessity of Biopsy and Summary 


The one sure fact that we know about the biological 
behaviour of bone sarcoma is that it metastasizes early. 
Probably, but not certainly, dissemination of viable 
tumour cells has already occurred in most cases before 
a single radiograph can be convincing enough to justify 
any Operation so radical as amputation or wide resection. 
Serial radiography and the radiodiagnostic test are danger- 
ous by reason of delay in amputation. We know that 
an open biopsy in bone sarcoma is not lethal, and there 
is no direct proof that the procedure is dangerous— 
although it may be so in fact. On the other hand, there 
is experimental evidence in malignant tumours of the rat 
that a free biopsy is probably not dangerous at all, and 
certainly less dangerous than lapse of time. There is a 
faint hope, founded on a reasonable hypothesis, that 
decompression of the growth may minimize the risk of 
dissemination of viable tumour cells by lowering the 
hydrostatic pressure of the tumour tissue. 

If these data are acceptable it seems to me that the 
following routine should be adopted as a logical procedure. 


(1) In every surgically accessible and radio-apparent bene 
lesion which might conceivably be a bone sarcoma, by reason 
of radiographic appearances, site, age of patient, and symptoms, 
decompression by open operation should be carried out as soon 
as possible, 
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(2) During this open operation a piece of tissue large enough 
to be regarded as a fair sample of the lesion should be excised 
carefully for the purposes of microscopical diagnosis. If the 
pathological report is not conclusive another piece of tissue 
should be excised as before with the least possible delay. 

(3a) If the lesion is proved to be a bone sarcoma, amputa- 
tion or wide resection should be carried out immediately. 


(3b) If, happily. the lesion is not bone sarcoma, other appro- 
priate mesures should be applied. 

This broad statement of policy is submitted as a con- 
tribution towards a more enlightened procedure in the 
early diagnosis and early treatment of bone sarcoma. 


I have to acknowledge with many thanks the helpful advice 
of my colleague Professor K. G. Emeléus, M.A., Ph.D. pro- 
fessor of experimental physics, Queen’s University, with regard 
to the physical principles cited in the discussion. I have also 
much pleasure in thanking two of my technical assistants, 
Mr. D. Mehaffy and Mr. J. Davidson, for the willing help 
they have given me in preparing giant sections on my behalf. 
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“THORACOPLASTY WITH EXTRAFASCIAL 
APICOLYSIS* 
BY 


CARL SEMB, M.D. 


The so-called collapse therapy in pulmonary tuberculosis 
has been developed mainly on an empiric basis. As far 
as thoracoplasty is concerned this collapse therapy should 
first and foremost be a cavity therapy. Cases without 
cavities may heal without thoracoplasty. Infiltrations in 
other parts of the same lung or in the other lung may 
disappear after collapse of the cavity. 

According to our present knowledge of collapse treat- 
ment three requirements have to be satisfied by a thoraco- 
plasty: (1) It should cause a complete collapse of the 
cavity; (2) it should cause a selective collapse of the 
cavity ; (3) the operative risk should be small, not above 
1 to 3 per cent. mortality. 

1. Complete collapse of the cavity should be carried 
out, because an open uncollapsed cavity represents a 
potential danger of spreading the disease. The so-called 
immobilization of the lung by thoracoplasty with incom- 
plete collapse has never been shown to cure pulmonary 
tuberculosis in a large series of cases. Our follow-up 
examinations of thoracoplasty patients show that cases 
with persistent cavities (found by radiographs) after 
thoracoplasty always sooner or later produce positive 
sputum. In patients with positive sputum following 
thoracoplasty a cavity in the lung is usually demonstrable 
by radiographs. 

2. A selective thoracoplasty should be performed for 
ihe following reasons. Before operation patients with pul- 
monary tuberculosis have a diminished respiratory func- 
tion and therefore need to preserve healthy lung volume 
as much as possible. The disease may affect the other 
lung, which may also require collapse treatment. A 100 eX- 
tensive collapse at the first operation may exclude bilateral 
treatment. An extensive thoracoplasty is more dangerous 
than a limited one (Morriston Davies, 1933). 

3. In a chronic lesion like pulmonary tuberculosis a low 
mortality rate is essential. A high operative risk not only 

* Read in opening a discussion in the Section of Tuberculosis at 
a Meeting of the British Medical Association, Belfast, 
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frightens the patient but makes him postpone the operation 
until a terminal siage. From the patient’s point of view 
it is “ better to live with a cavity than die without one.” 


Localization of the Cavity 


This plays a part in the question of a selective thoraco- 
plasty. In 177 cases chosen for thoracoplasty 90 per cent. 
of the cavities were localized to upper lobes only. Cases 
with middle or lower lobe cavities had upper lobe cavities 
also. According to this, 90 per cent. of cases need a 


Gat 


Fic. 1.—Localization of the cavity. Roentgen examination 
on two planes. P = posteriog area. M = medial area. A = 
anterior area. 


partial collapse of the upper lobe; only 10 per cent. 
require total thoracoplasty. The lateral film shown in 
Fig. 1 is divided in three areas—the anterior, the medial, 
and the posterior. In 102 unselected cases 84 per cent. of 
the cavities involved the posterior area of the lung, mostly 
in combination with the medial area. No cavity was 
localized to the anterior area only. 

The main question in thoracoplasty is therefore to 
produce collapse corresponding to the diseased part of 
the lung—that is, the upper and posterior region. 


Mechanical Principles in Thoracoplasty 


Of the different methods of “ collapse treatment,” arti- 
ficial pneumothorax in the absence of adhesions at present 
Seems to yield the best results. In view of this, artificial 
pneumothorax in my opinion should form the model for 
the thoracoplasty with regard to the mechanical effect 
on the lung. The artificial pneumothorax liberates or 
relaxes the lung’s own natural ability of spontaneous 
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retracticn. I therefore prefer the name “relaxation 
therapy ™ to that of “collapse therapy.” The retracticn 
of the lung by artificial pneumothorax occurs concentric- 
ally from the surface towards the hilum, and this retrac- 
tion takes place not only in one plane but in three planes— 
frontal, horizontal, and sagittal (see Fig. 2). In perform- 
ing thoracoplasty we should aim at mobilizing the lung 
in a manner similar to artificial pneumothorax, in order 
to enable that organ to retract concentrically towards the 
hilum, from the side, from behind, from in front, and 
from above, and eventually from below. 


Ordinary Methods of Thoracoplasty 


Sauerbruch’s (1930) total paravertebral thoracoplasty 
produces a collapse mainly from the side. This is often 
incomplete, non-selective, and even contraselective as 
regards the upper lobe cavities. The more radical re- 
sections of the upper ribs (Graf, 1936) produce more ex- 
tensive and localized collapse from the side. In order 
to obtain sufficient collapse Alexander (1932) and Maurer 
(1935) advocate resection of ribs far beyond the limit 
of the cavitation, and this makes the operation less 
selective. The transverse processes are resected also. 

The practical results show that these methods, even the 
most extensive ones, cannot in all cases produce sufficient 
collapse of the upper lobe cavities. The reason is, in 
my opinion, that they fail to reproduce the mechanical 
effect of the artificial pneumothorax. Even after the most 
extensive rib resection the lung remains fastened, upwards, 
medially, and posteriorly, by adhesions which prevent it 
from retracting downwards. This mechanical situation 
is similar to that in an incomplete artificial pneumothorax, 
in which intrapleural adhesions above the upper lobe of 
the lung hinder retraction downwards, thus keeping the 
cavity open. 

In order to produce a free mobilization of the upper 
lobe in selective collapse the thoracoplasty should gener- 
ally be combined with apicolysis. The combination of 


Fic. 2.—Complete and selective collapse by artificial pneumothorax. Concentric 
retraction of the diseased part of the lung in three planes. 


thoracoplasty with apicolysis has been tried by Bull (1930), 
Lilienthal (1937), Sauerbruch (1930), Nissen (1931), Holst 
(1932), and Lauwers (1929) as different varieties of 
the so-called extrapleura!  apicolysis—that is, a blunt 
separation of the parietal pleura from the chest wall 
(endothoracic fascia, periosteum of ribs). This method 
has the following disadvantages: (a) it may be difficult, 
dangerous, or impossible to perform ; (+) it produces an 
incomplete collapse. 
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(a) The performance of the extrapleural apicolysis may 

; be difficult or impossible owing to peripleuritis, which 
: | alters the normal anatomy about the apex of the lung, 
causing adhesions between the parietal pleura and the 

surroundings. A risk of penetrating the cavity or the 
subclavian vein also exists. I have tor this reason per- 
formed the apicolysis in a more external layer, outside 
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failure. This extrafascial technique seems to solve the 
technical difficulties of apicolysis. In cases without peri- 
pleuritis this type of apicolysis is easily performed by 
blunt dissection. 

(b) An extrapleural apicolysis may bring about an in- 
complete collapse. The extrapleural cavity becomes filled 
with exudate and air, producing an immediately effective 


3: Thoracoplasty combined with extrapleural apicolysis.—An extrapleural space produced between the periosteum 
of the ribs (endothoracic fascia) and the parietal pleura. The lung will expand when the exudate in this space is resorbed. 


Fic. 4: Thoracoplasty with, extrafascial apicolysis——Apicolysis by cutting the adhesions in the extrafascial plane. 


Radical rib resection. Cutting of periosteum, nerves, vessels, plus excision of intercostal bundles. 


The rib periosteum 


retracts together with the lung; regeneration of ribs fixes the collapsed lung. 


the endothoracic fascia, in the extrafascial plane, the 
so-called “ extrafascial apicolysis.” The extensions of the 
endothoracic fascia which fasten the lung to the neuro- 
vascular trunk, the vertebrae, and the mediastinum, de- 
scribed by Sebilau-Zuckerkandl as “suspension bands,” 
are dissected free and divided (see Fig. 4). By this pro- 
g cedure a radical apicolysis has been successfully carried 
a out in a series of more than 250 cases without a single 


collapse. In the course of some weeks the costal 
periosteum regenerates ribs over the exudate at a greater 
or less distance from the lung. When the exudate is re- 
sorbed—for example, after one to two months—the lung 
will gradually expand again towards the remaining stumps 
of ribs or towards the regenerated ribs. These old of 
new ribs are to some extent “ pulling ~ the lung out again 
(see Fig. 3). The ribs should therefore be resected 
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thoroughly according to the extent of the apicolysis, or 
more—that is, according to the thoracic dome. Further, 
a “dead extrapleural space ” should be avoided. Surgeons 
have tried to fill this space after an ordinary extrapleural 
apicolysis, but without definite success—P. Bull by free 
transplantation of fat, J. Holst by inserting a pedicled flap 
of intercostal musculature and periosteum, which had 
been cut laterally and posteriorly. 


extrafascial cavity prevent temporarily the lung from 
attaching itself to the surroundings and from expanding. 
During this period, in the course of one to three months, 
fibrous tissue is developed from the fascia, and ribs are 
slowly regenerated from the periosteum over the surface 
of the lung, while the lung is retracted. These structures 
keep the retracted lung fixed and prevent it from re- 
expanding. 


Fic. 5.—Radical rib resection, including the whole first rib. The posterior medial stumps of the ribs are resected 
past the point of the transverse processes after disarticulatiom of the costo-vertebral joint. The serratus and scaleni muscles 


are cut above the periosteum. 


The periosteum of the ribs (plus the intercostal muscles, 
nerves, vessels, and fascia) should not, therefore, be 
stiipped off to any great extent from the surface of the 
lung. These structures should be severed from their attach- 
ments to the vertebrae and eventuaily from the sternum 
according to the extent of the apicolysis (see Fig. 4). By 
this method we liberate a portion of the lung which is 
covered by the endothoracic fascia and partly by peri- 
osteum of the resected ribs and intercostal muscles. These 
siructures retract together with the lung and form the 
bottom of an “ extrafascial space.” 


Fic. 6.—The extrafascial apicolysis is carried out as an open 
dissection. The adhesions to the neuro-vascular trunk, the 
vertebrae, and the mediastinum are severed sharply or bluntly. 
Periosteum of ribs, vessels, nerves, and intercostal bundles are 
cut. 

Cart. = cartilage of first rib. V. - 


neuro-vascular trunk. 


Piex. = brachial plexus. A. = Subclavian artery. P.= 


periosteum C.1. 


The liberated part of the lung may now develop its own 
power of retraction concentrically towards the hilum. 
The retraction may take place in three planes—the frontal, 
the horizontal, and the sagittal plane—as in our model, 
the artificial pneumothorax. The exudate and air in the 


Thoracoplasty with Extrafascial A picolysis 


This method of apicolysis is characterized by three 
chief points: 

1. Apicolysis in the extrafascial plane by cutting the 
so-called suspension bands of the lung sharply or 
bluntly. 

2. A radical rib resection according to the extent 
of the apicolysis, or more. 

3. Preparation of an extrafascial space by cutting 
periosteum of ribs, etc., in such a manner that they are 
not loosened from the surface of the lung. 


civ 


Fic. 7: The extrafascial apicolysis, first stage —The apex of 
the lung has retracted downwards § to 8 cm. from the neuro- 
vascular trunk—covered by periosteum of ribs. The sub- 
clavian vessels (V.), the internal mammary artery, and the 
cartilage of the first rib are seen (Cart.). 


This extrafascial type of apicolysis gives both relaxation 
and subsequent fixation of the collapsed part of the lung. 
Our follow-up examinations have shown that the cavity 
closes gradually by retraction in the course of weeks o1 
months following operation. 
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Technique 


An extensive local block anaesthesia—with 1/2 per 
cent. novocain and | in 2,000 pantocaine—has been 
successfully used. The advantages of local anaesthesia 
are: quiet respiration, preserved power of coughing, little 
haemorrhage. If the patient is apprehensive it is of 
help to administer intravenously small doses of sodium 
evipan or pentothal. According to Ronald Edwards 
(1937) this type of local anaesthesia prevents the onset 
of shock. 

In the first stage from three to five upper ribs are 
resected, usually the whole of the first, most of the second, 
and decreasing lengths of the third and fourth ribs (see 
Fig. 5). The apicolysis is carried out as an open dis- 
section. The intercostal bundles, nerves, vessels, and the 
periosteum of the upper ribs are cut (see Fig. 6). The 
adhesions or “ bands ~ between the apex of the lung and 
the neuro-vascular trunk, the vertebrae, and the medi- 
astinum are dissected free and severed. These adhesions 
show a rather variable development. They are normally 
fragile, but become dense and fibrous after a previous 
peripleuritis (see Fig. 7). The intercostal bundles are 
usually excised, as they are liable to necrose. The re- 
section of the subjacent ribs is usually performed in one 
or more later stages. Simultaneousiy parts of the anterior 
stumps of the previously resected upper ribs are usually 
re-resected. The best time for the second stage is within 
four weeks of the first stage. Later the regenerated ribs 
are resected, and sometimes two or three transverse pro-® 
cesses. 

The extent of the operation in each case should be in 
accordance with the localization of the cavitation, so that 
the collapse becomes as effective—and at the same time 
as limited to the diseased part of the lung—as possible. 
An exact radiographic localization of the cavity in two 
planes is therefore necessary. The lateral cavities collapse 
more easily, and need less rib resection and apicolysis 
than the lesions near the mediastinum. Young relatively 
soft lesions require less radical operation than the old 
stiff-walled fibrous cavitations. On account of the oblique 
course of the ribs a cavity situated posteriorly in the 
lateral plane lies more in relation to the lower ribs than 
a cavity localized anteriorly at the same level in the 
frontal plane (see Fig. 8). 


* Fic. 8.—Variation of the rib section according to the localiza- 
tion of the cavity in the sagittal plane. 


With cavities in the upper and posterior part of the 
lung the rib resection is usually carried down to two ribs 
below the bottom of the cavity. With cavities in the 
medial or anterior area one or two ribs less are resected 
posteriorly, and somewhat longer pieces anteriorly. The 
apicolysis may also be varied accordingly. With cavities 
in the medial or lower third of the lung the apicolysis 
should be less radical. In these cases, also, it is usually 
an advantage to begin the resection from above. The 
radical resection of the upper ribs increases the descent 
and thereby the collapse also of the lower ribs. Not in- 
frequently total collapse follows upon resection of eight 
to nine ribs by this method. 
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The usual first stage varies between resection of three 
to five ribs and apicolysis from a posterior incision. A 
too extensive resection of the anterior stumps of the 
second, third, and fourth ribs in the first stage may give 
severe paradoxical respiration. These stumps may be 
resected during the next stage if necessary. The smallest 
first stage from behind represents a resection of the whole 
of the first and decreasing lengths of the second and third 
ribs plus apicolysis. The first stage may be performed 
as a resection of the anterior parts of the first and second 
ribs only. The apicolysis is then performed from behind 
in the second stage. 


Evulsion of the Phrenic Nerve 


This operation should not usually be performed previous 
to a thoracoplasty. In the rare cases with lower lobe 
cavities a phrenicectomy may be indicated. In cases with 
upper lobe cavities the collapsing effect of phrenicectomy 
is very limited. A paralysis of the diaphragm also sacri- 
fices the sound lower lobe—that is, gives a contraselective 
collapse. It excludes the advantages of a selected apical 
collapse, and may exclude sufficient collapse treatment on 
the other side, if this is necessary. 

Paralysis of the diaphragm increases definitely the risk 
of pulmonary complications after the  thoracoplasty 
(Holst, Semb, and Frimann-Dahl, 1935). The explana- 
tion of this is that the suspended mobility of the dia- 
phragm interferes with the effectiveness of cough. This 
diminished effectiveness may result in a “ drowned lung.” 
Presence of air in the bronchioles and alveoli of the lung 
is necessary for cough to act explosively and force the 
secretion out of the bronchi. Active ability of inspiration 
is therefore necessary: after a thoracoplasty this has 
been reduced by resection of ribs. This lack of inspira- 
tion following phrenicectomy explains the diminished 
effectiveness of coughing and the resultant atelectasis. It 
is a sound plan, therefore, to try to avoid a phrenicectomy 
previous to thoracoplasty. It may, however, give eflective 


‘ collapse after a thoracoplasty. 


Relation of Extent of Operation to Post-operative Reaction 


Of the three requirements mentioned in the beginning 
of this paper two have already been discussed. The tech- 
nique of the thoracoplasty with extrafascial apicolysis 
fulfils the two mechanical requirements for a complete 
and selective collapse. The third requirement necessary 
to maintain a low operative risk is a matter of small 
and several stages. Our material is well fitted to demon- 
strate the advantage of using small stages in this operation, 
as both one-stage and multiple-stage methods have been 
tried. 


TABLE I 
De d 
Ribs resected ia Total Post-operative Reaction 
One Stage No. Two tasis 
Months} Slight | Medium) Severe 
% % % % %o 
Cc. 1-111, IV 103* 2 63 31 6 
Cc. 1-V os ‘iss 53 2 55 36 9 9 
Cc. I-VI 57 40 40 20 25 
C. 1-VH, VI, IX, 
a aa 43 16 39 18 21 62 
Second to third stage 83 1} 75 20 5 5 
Total 339 


* Several cases operated on in a terminal condition. 


In Table I the operations are classified according to 
the extent of the procedure in one stage in order to 
clarify the relation to the post-operative complications. 
The post-operative mortality rate increases with the 
number of ribs resected in one stage, especially with 
resection of six ribs or more (see Table 1). By operation 
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in two or more stages the mortality is reduced to about 
3 per cent., in-spite of the fact that patients who were 
very bad risks have undergone operation (see Tables 
Il and Itt). 


Taste Il—(Total Material, 1932-7). One-stage and Several- 
stage Operations Combined 


Roentgeno- 
logical Tb. in 
; Total | nead Control of Sputum No 
within] Dead | Sur- Cavitation 
Resected Pa- Ri Later | vivals | Com- |Incom- tion 
tients | plete | plete |Nega- | Posi- 
Col- | Col- | tive tive 
lapse | lapse 
Cc. [IV 18 2 16 15 1 13 3 
8” a 45 1 2 42 40 1 39 2 1 
See «<« 66 3 6 57 53 3 49 7 1 
Cc. 1-VU, 

92 7 3 82 71 10 68 13 1 
Cc. 1-IX, XI 25 2 1 22 19 2 19 2 1 
Total .. | 246 | 15 | 12 | 219 | 198 | 17 | 188 | 27 4 

(6%) | (5%) (90°,)| (8%o) | (86%5)) (12°,)) (2% 


Taste IIl—(/934-7). Operation in all Cases by Several 
Small Stages 


Roentgeno- 
logical Tb. in 
No. No. | Dead Control of Sputum 
No. of of of | within) Dead | Sur- | Cavitation 
Ribs Pa- |Opera-| Two | Later | vivals 
Resected tients | tions | Mths. Com- Incom-| 
plete | plete | Nega-! Posi- 
Col- | Col- tive tive 
lapse | lapse 
C. t-lll, IV i383 18 2 16 15 1 14 2 
Cc. 1-\ iia 31 33 1 2 28 27 1 27 i 
sf: a 2 46 — 2 27 25 2 2s 2 
Cc. I-VI 
Vill 63 129 2 1 60 55 5 53 7 
C. 1-IX, XI 8 21 8 8 8 
Total .. | 149 | 247 s | s |130 | 9 | 127 | 292 
(3%) | (3%) (93%) (7%) (91%) (9°,) 


The general post-operative reaction shows similar 
figures. The number of cases with severe post-operative 
reaction increases with the extent of the operation. With 
resection of the three to four upper ribs, plus apicolysis 
in one stage, the post-operative reaction is usually rela- 


‘tively slight. With resection of more ribs in one stage 


the reaction is more serious (see Table I). 

Most important are the pulmonary complications. The 
influence of the diaphragm on these complications has been 
mentioned. Thoracoplasty reduces the breathing and 
coughing ability. The continuity of the ribs is broken, 
and the active mobility, producing inspiration and expira- 
ticn, is correspondingly diminished. Paradoxical respira- 
tion occurs, due to the softening of the thoracic wall. The 
impaired respiration and the poor support of the soft 
thoracic wall cause a diminished effectiveness of coughing. 
This impaired function of the lung is dependent on the 
number and lengths of ribs resected, and function is 
further impaired by a paralysis or fixation of the dia- 
phragm. A stabilized mediastinum, however, counteracts 
and reduces this impairment. 

With the smallest operation (see Table I)—resection of 
three to four ribs plus apicolysis in one stage—atelectasis 


_of the operated lung occurred in less than 5 per cent. 


With resection of more ribs in one stage the occurrence 
of atelectasis and pneumonia increases rapidly (9 per cent., 
25 per cent., 61 per cent.). In second-stage or third-stage 
Operations the risk of pulmonary complications is small 
(> per cent.) provided these operations are not too exten- 
sive. Accordingly, pulmonary complications after theraco- 
plasty are as far as possible avoided by operation in small 
Stages. 


Wound Complications 


The large extrafascial space may become infected. Pro- 
longed drainage invites infection. The wound is therefore 
usually closed without drainage. Drainage of short dura- 
tion (twelve to twenty-four hours) may be used when 
persistent oozing is present—for example, after the second 
stage. After the apicolysis the intercostal bundles over 
the apex of the lung are liable to necrosis, thus favouring 
infection. These bundles should therefore be thoroughly 
excised. With these precautions the infection is well 
controlled. 

The application and size of the stage in each individual 
case depends upon an estimated judgement of the patient's 
power of resistance, partly before, partly during the opera- 
tion. In cases with poor general resisting power the stages 
should be small, as the general post-operative reaction 
increases with the extent of the operation, and vice versa. 
The time between the stages should thus be of long dura- 
tion, in order to allow the patient to recover. This may 
have to be done in patients with febrile temperature, 
exudative lesions of the lung. myocarditis, diabetes, and 
complicating complaints, or who are over 40 years of age. 
When a severe general reaction occurs during the operation 
this should be interrupted. 

The danger of pulmonary complications depends chiefly 
on the patient’s power of respiration and expectoration. 
Large amounts of sputum and large cavities increase this 
risk. As a paralysis or suspended mobility of the dia- 
phragm increases the risk, a fluoroscopic examination of 
the mobility of both diaphragms should be carried out 
before every thoracoplasty, and the size of the stage 
planned accordingly. 

Special tests have been made in order to estimate the 
stability of the mediastinum—for instance, by radiographs 
in the lateral position, etc. This, however, can be best 
ascertained during the operation by observing the occur- 
rence of paradoxical respiration after resection of the first 
two or three ribs. If pronounced paradoxical respiration 
occurs, the stage as a rule should be cut as short as 
possible. 

The function of the other lung with regard to respira- 
tion and expectoration should also be investigated. With 
reduced function in this lung—for example, through 
artificial pneumothorax, an extensive shrinkage of the 
pleura after previous pleurisy on that side, a fixed dia- 
phragm, or a pronounced emphysema—an extensive opera- 
tion, which reduces or suspends the function of the 
diseased lung, may result in insufficiency of respiration. 
In all these cases this danger is reduced by operating in 
small and several stages. 

The relatively slight risk when this operation is per- 
formed in stages enables us to extend the indications for 
it—that is, perform thoracoplasty in cases which would 
not stand a more extensive one-stage Operation or a less 
selective one. A small first stage of this operation with 
resection of three ribs plus apicolysis or resection of the 
anterior stumps of the upper ribs as previously described 
may be performed as a “ test operation.” The next stage 
or stages may be carried out sooner or later when the 
patient’s condition has improved sufficiently. This holds 
good in patients who do not fulfil the usual requirements 
as to a good general condition, a unilateral lesion, a pro- 
ductive phase with pronounced shrinkage, moderate 
amount of sputum, etc. Also these patients may in this 
manner get the chance of a collapse therapy. 


Thoracoplasty versus Artificia) Pneumothorax 


The selective collapse and low mortality rate in thoraco- 
plasty with extrafascial apicolysis make it even more 
possible than before to extend the indications for thoraco- 
plasty to cases with artificial pneumothorax and an in- 
complete or contraselective collapse—for example, due to 
adhesions over the apex of the lung. Cauterization in 
these cases is often dangerous, and prolonged treatment 
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with a contraselective artificial pneumothorax gives bad 
Jate results (Sinding-Larsen, 1937). The basal artificial 
pneumothorax in these cases should be abandoned previous 
to the thoracoplasty and the lung allowed to re-expand if 
possible. Presence of a basal artificial pneumothorax 
during thoracoplasty has little or no value—it is unneces- 
sary, and represents a potential danger of effusion or 
empyema. I have no experience of the so-called “ extra- 
pleural pneumolysis (pneumothorax).” 


Thoracoplasty versus Plombage 


The collapse produced by paraffin packing may be com- 
pared to that of the first stage of thoracoplasty with extra- 
fascial apicolysis. The paraffin packing gives an operative 
mortality of 3 to 5 per cent., while our first-stage thoraco- 
plasty hitherto has | to 2 per cent. mortality. The paraffin 
packing sometimes has severe late complications, one year 
or more after the operation, with penetration to the 
cavity and perforation of the skin by fistulae. It may also 
hinder a further thoracoplasty owing to a fibrotic reaction 
around the paraffin. The use of paraffin packing, there- 
fore, is not advisable. 


Results 


The mortality rate within two months of operation 
has been reduced to approximately 3 per cent. by opera- 
tion in several stages (see Table III). 


Collapse of the cavity and,a sputum free from tubercle 
bacilli have been achieved in about 90 per cent. of the 
surviving patients. The follow-up examination in some 
cases is, however, very recent (see Tables II and III). 


Of all the cases 90 per cent. had partial thoracoplasty 
with resection of eight ribs or less. Only i0 per cent. 
required total thoracoplasty. 


In seventeen cases artificial pneumothorax had been 
induced on the other side, and was present during the 
thoracoplasty. These patients tolerated the operation 
surprisingly well, probably owing to a stabilized media- 
stinum. There were no deaths. In fourteen of the 
seventeen cases complete collapse of the cavity and a 
sputum free from tubercle bacilli was achieved. In four 
cases artificial pneumothorax on the other side was induced 
after the thoracoplasty. 


The operation has also been tried after thoracoplasty 
performed previously by other methods has failed to pro- 
duce complete collapse. Complete collapse of the cavity 
was achieved in fourteen out of sixteen patients who were 
operated on a second time in this way. 


The results of this operation so far indicate that we are 
moving closer towards our goal—namely: (1) a complete 
collapse ; (2) a selective collapse ; (3) a low operative risk. 
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Thirty-three special hospitals in London are making an 
appeal for funds on October 12, when, by the sale of 
emblems, it is hoped to raise more than the £30,000 
which these hospitals used to collect on separate flag days 
during the year. Voluntary help is urgently needed, and 
any suggestion or offers of service will be welcomed by 
Lord Luke, chairman of the London Hospitals Colleetions 
Central Committee, 36, Kingsway, London, W.C.2. 
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CEREBRAL OEDEMA IN CERTAIN 
MENTAL DISORDERS 


BY 


Cc. LOVELL, M.D., B.S. 
Pathologist to Bethlem Royal Hospital 


(With SpecIAL PLATE) 


During an investigation of the static surface tension of the 
serum in various diseases it was observed that the sera 
of some cases of mental disease presented certain pecull- 
arities not found in the sera of normal individuals. 

If a normal serum be divided into two parts, and one 
part be heated to 56°C. for thirty minutes and cooled 
to room temperature, and the two specimens be set up in 
capillary tubes of approximately the same diameter, the 
surface tension-reducing substances present accumulate 
at the concave meniscus, so that at the end of three hours 
no further change can be detected in the next half-hour 
and the results are then comparable. If the value of the 
surface tension at this point be worked out there is an 
average difference of 4.5 dynes per cm. between the normal 
unheated and the heated specimens. These results can 
be reduced to terms of a standard tube of diameter 
0.075 cm. This standard has been chosen so as to divide 
the instrumental error equally between the two stages of 
the measurement (Lovell, 1922-3). I have occasinally seen 
variations in persons apparently healthy, but I have never 
observed an abnormal serum among university students 
and schoolboys who were undoubtedly fit, the specimens 
being taken during the day from 10 a.m. to 6 p.m. 

It was discovered in 1923 that a large group of anxiety 
cases showed no difference between the surface tension 
readings of the unheated and the heated specimens. The 
mechanism of this was not clear at the time, but the 
method was of some use in differentiating between the 
katatonic stage of dementia praecox and the similar 
stage of acute confusional cases. 

About this time we examined the organs in a case of 
extreme anxiety, in which the serum had shown the 
abnormal surface tension condition. The patient had 
died of pancreatitis with haemorrhage. We cut sections 
of all available pancreases in the museum and divided 
them into the normal and the abnormal. We then turned 
up the old case-books and found that in every case in 
which there was an abnormal pancreas anxiety had been 
a prominent feature. But as most of these patients had 
died of some inflammatory disease one was not justified 
in assuming that the pancreatic changes were directly 
connected with the mental condition. Moreover, in the 
pancreas autolytic changes are so uncertain that it is not 
possible to draw conclusions from the appearance of the 
parenchyma. Round-celled infiltration and fibrosis of the 
interlobular tissue are the only criteria (Lovell, 1923). 

A whole series of cases then came to light in which 
pathological anxiety as a mental symptom was associated 
with evidence of pancreatic disorder. This was confirmed 
by the work of Drury and Farran-Ridge (1925) and 
Mann (1925) on blood-sugar curves. To a series of 120 
cases the accepted pancreatic tests were applied by Dr. 
Macaulay, Mr. Majumdar, and others. The tests used 
were the Loewi test, the sajodin test, and the estimation 
of diastase and fat excretion. The results were not always 
confirmatory. For instance, in the sajodin test the material 
was sometimes retained in the stomach for a consider- 
able time owing to gastric atony, and the appearance of 
iodine in the urine was consequently delayed. In the fat- 
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excretion test not only was the amount of ether-soluble 
material influenced by the diet, and by liquid paraffin 
taken in aperients, but different parts of the same speci- 
men gave different results. A general survey of every 
available type of mental case was then made, and patients 
showing the abnormal blood fell into three groups: 
(1) Simple pathological anxiety. (2) Agitated melan- 
cholia. (3) Chronic encephalitis. 

At this stage we were faced with the same difficulty as 
in renal disease—the lack of correspondence between the 
clinical and the pathological grouping. Is there any 
physical feature common to the three groups? Let us 
consider the question in its various aspects. 


1.—The Pathological Results 


Of the last 2,000 patients forty-nine have died and 
have been examined post mortem. During life the serum 
was normal in nineteen. Post mortem the pancreas was 
normal in seventeen ; abnormal in two. The serum was 
abnormal in twenty-nine. The pancreas was abnormal in 
twenty-four. No abnormality could be found in the 
remaining five. In one case the specimens were lost. The 
changes both in the ducts and in the interlobular tissue 
are often patchy in distribution (see Plate, Fig. 2). 


2.—The Noguchi Test in the Cerebrospinal Fluid 


During Life 
No. of Noguchi- | Noguchi- | Noguchi- 
Cases Positive t negative 
Sera abnormal .. - wh 39 34 2 3 
Sera abnormal! but within limits 
of instrumental error iba 7 6 0 1 
Sera normal .. 29 11 5 13 


It is, however, recognized that the protein of the cerebro- 
spinal fluid is variable, and that a positive Noguchi 
reaction is given in many conditions. 


3.—The Post-mortem Appearances of the Brain 


No case of simple anxiety has yet come to necropsy 
at Bethlem Royal Hospital. In cases of agitated melan- 
cholia and of encephalitis the brains seem to form a 
continuous series, from the intense perivascular infiltra- 
tion of the acute encephalitic to the dilated spaces with 
oedema of the melancholic. In between is every degree 
of oedema and infiltration, so that it is often impossible 
to distinguish between the two conditions. 


4.—The Physical Considerations 


A difference of 4 or 5 dynes per cm., which takes three 
hours to develop, is difficult to check by any other method. 
The work of Schryver (1910) led us to think that changes 
in viscosity of the serum, such as are known to occur 
under the action of heat, might be responsible for the 
alteration in surface tension on heating. A series of 
determinations of viscosity by Wace seemed to contradict 
this. Recently Ashby has shown that under the conditions 
of the experiment viscosity changes have no appreciable 
effect. The loss of carbon dioxide from the serum may 
have an effect by causing a redistribution of electrolytes. 

A series of osmotic experiments with collodion capsules, 
Carefully paired for equal permeability, showed that in the 
abnormal serum the osmotic pressure of unheated and 
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heated portions presents little or no difference ; moreover, 
the electrolyte in passing out of the capsule carries protein 
with it to a greater extent than in the normal. This action 
of electrolytes has been known for a long time (Taylor, 
1921; Bayliss, 1923). 

The depression of the freezing point was investigated 
by Wehler. The difference of depression between un- 
heated and heated portions of the same serum was, on 
the average, 0.02 degree in so-called pancreatic cases and 
0.03 to 0.05 degree in normal control cases. More recently 
the electrical conductivity has been investigated, using the 
apparatus designed by Ashby (1930). The initial experi- 
ments confirm these findings. There appears to be a 
firmer union of electrolyte and protein in the cases with 
no range of surface tension than in the normal. It will 
occur at once that herein lies the cause of the positive 
Noguchi test in the cerebrospinal fluid given by the 
majority of these cases. Also the slight oedema of the 
skin noted later may be due to the same cause (Achard, 
1924). 

Some Italian observers claim that sulphur is to the 
pancreas as iodine is to the thyroid gland. The daily 
excretion of sulphur in the urine varies within wide limits 
in the normal individual. In a series of fifty cases 
examined by us the total sulphur per diem was diminished 
in some anxiety cases but not in all. Fifteen cases showed 
below 2 grammes per diem, and these were all cases of 
anxiety or encephalitis, excepting one of carcinoma of 
the liver. 

The sugar content of the cerebrospinal fluid, which is 
raised in encephalitis, and the cerebrospinal fluid chlorides, 
have not been estimated in sufficient numbers to be worth 


‘ quoting. Certainly in many pancreatic cases the apparent 


chloride content is low, whereas it is raised in urdemic 
cases. 

The pressure of cerebrospinal fluid as shown by a 
manometer is not necessarily raised. It is well known 
that the intravenous injection of hypertonic solutions will 
reduce the pressure in the cerebrospinal fluid of acute 
encephalitis. Experimentally we have tried hypertonic 
enemata on three cases of the pancreatic type. In each of 
these the patient was worse after the enema. In one case 
in which we used an enema of gum saline the patient 
was definitely more confused for a time after the experi- 
ment. 

The fat in the faeces was estimated by Cammidge’s 
method, by the Soxhlet method, and by our own method 
of difference. As mentioned above, the normal figures 
vary within wide limits, depending on diet, liver activity, 
medicines, etc. In a series of 200 cases the results are 
shown in the following table: 


Ether-soluble Fraction of Faeces. 
Serum 
Below 20°, Above 20% 
Normal 
67 17 
Abnorma! but within limits of instru- 
mental error 32 12 


This test is of some use, however, when dealing with 
cases in which the serum result is indefinite. 

At first sight there is an agreement between the figures 
of the ether-soluble fraction and the serum figures in 
67 + 34—that is, 101 cases only out of 200. But my 
colleague Mr. Bartlett tells me that statistically there is 
a contingency coefficient of 0.25, pointing to a definite 
relation between the two series of measurements. 
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Clinical Considerations 


There are three factors in the production of mental 
disorder: heredity, mental stress, and physical disease. 
One or more of these factors are always present, generally 
two of them. Normal individuals mostly experience 
similar mental stresses, but are able to deal with them as 
long as they are in good bodily health. 

There are many physical conditions associated with 
anxiety, such as renal disease, arteriosclerosis, hyper- 
thyroidism, gall-stones, meningitis, hyperglycaemia, and 
carcinoma. The “pancreatic” anxiety cases present 
certain peculiar features. The anxiety must be patho- 
logical. There is generally a history of intestinal infection 
or gastric influenza preceding the development of the 
anxiety, and frequently a history of diabetes in the family, 
but only four patients in the last 2,000 have had glyco- 
Suria themselves. Conjunctival jaundice is usually present. 
An oedematous condition of the skin is the rule, and the 
first sign of improvement is an alteration in the texture 
of the skin, which becomes less tense. The patients are 
very intelligent and generally good at mathematics. They 
have insigft into their condition, and are often very 
angry with themselves and realize the absurdity of their 
fears. 

The dividing line between simple anxiety and agitated 
melancholia is not defined. The agitated melancholic is 
more liable to pigmentation (Opie, 1910), which may be 
marked. A lymphocytosis is frequent. In one series of 
fifty-nine cases with a lymphocytosis seven agglutinated 
some organism from the faeces. In another series of 
ninety cases Dr. W. Page of Sydney found an agglutina- 
tion of B. proteus in three. 


The encephalitics are of two types. Those met with in 
practice generally show some disturbance of movement, 
either a pronounced paralysis or some loss of muscular 
control. Institutional cases usually reveal disorders of 
conduct, and are found among the “schizophrenics.” 
They may show a coarse tremor or ocular paresis, which 
may be transient and may lead to their recognition. They 
may be katatonic or hypomanic, and may ultimately pre- 
sent the Parkinsonian picture. Like the more acute cases, 
they can be roused from their lethargy for a short time. 


Course of the Disease 


Many of these cases have been followed up for as long 
as fifteen years. The progress of the simple anxiety case 
and the agitated melancholic will depend, so far as the 
physical factor is concerned, on the extent of the damage. 
This is well shown in the photographs (Figs. 6 and 7, 
Special Plate). 


ILLUSTRATIVE CASES 


Case 1—A draughtsman, aged 19, developed an anxiety 
about his work. He was fearful that his drawings would be 
soiled. He was the last out of the office at night, and was 
waiting in the morning for the office to open. In the hospital 
he could always be found washing his hands, and he would 
stand aside when the patients went in to meals to avoid con- 
tamination. He was found to be a pancreatic case, and was 
put on treatment. Three nights later he woke up calling for 
help. He said he felt something give way inside him. From 
that time he improved ; he was normal in a week and back 
at work in a month. He had no more treatment, and has 
felt no undue anxiety since this illness ten years ago. Probably 
this was a case of pancreatic calculus or inspissation. . 


Case 2.—A. middle-aged Canadian storekeeper. In the 
middle of the night he would wake, wondering whether -he 
had closed the shop: he would then dress, go downstairs, 


take down the shutters, put out his stock and turn on the 
light, and then put it all away again. He recovered and 
has had no recurrence. 

Case 3.—This patient was a young man, married happily 
and holding a responsible post in the City. His only anxiety 
was that he might forget how to manage his tie when he 
dressed in the morning. He sometimes became so exhausted 
by his struggle with the tie that he had to lie down and 
rest while dressing. He refused to let his wife tie it or to 
use a ready-made tie, but persisted with the struggle. He 
then developed extensive furunculosis. Under treatment he 
apparently recovered. Two years later he wrote that he had 
furunculosis again, and a short course of treatment put him 
right. He has been well for three years now. 


Case 4.—An intelligent man of about 35. Thirty years 
before he had stolen a few pence from his mother, who had 
then died before the child could confess his fault. He buried 
the pence in the street, and for thirty years had been unable 
to pass down that street. He showed anxiety on every 
subject, and used to get his family out of the house on any 
pretext, so that he could wash up the tea-things two or 
three times. He would take a railway ticket and explain 
to the booking clerk that he could not remember having 
asked for it. He was then covered with confusion lest the 
clerk should think him mad. Under treatment he became 
normal, but relapsed several times. Here, in addition to the 
pancreatic condition, we have the habit of thirty years. I 
have been in touch with him for fifteen years. He is blessed 
with a happy family and a sense of humour; his anxieties 
have lost their sting and have become a source of household 
merriment, in which the patient joins. 

Case 5.—This patient was a man of middle age with 
agitated melancholia. All lines of treatment were tried with- 
out any effect, and he was discharged as a hopeless case. 
He showed intense pigmentation (Opie, 1910), and may well 
have been a case of pancreatic cancer. 


The Encephalitis Cases 


With regard to the encephalitis cases we must recog- 
nize two independent phases. The first is the paralytic 
phase. The muscular wasting, the oedema of the brain, 
and, I think, the cerebral thromboses prior to organiza- 
tion, can all be influenced by treatment; but when we 
have done this we have still to deal with the second— 
the hysterical phase. 

As medical men we are seldom able to apply the 
discipline which so many of these unfortunate people 
subsequently undergo in the prisons. A group of five 
encephalitics was selected: in one of these, a case of eight 
years’ duration, the serum was normal, and treatment 
produced no effect. In two cases the surface tension range 
of the serum was diminished, and treatment produced im- 
provement only. To a stranger these patients might have 
appeared normal, but one slowly protruded her tongue 
at awkward moments, and the other developed a transient 
lethargy when called upon by her mother to do any work. 
The remaining two had the abnormal type of serum, and 
appear to have recovered completely. Subsequently we 
have found this to be the rule. So long as the serum 
is abnormal there is some hope of recovery, but when the 
serum is normal either the case is not a pancreatic casé 
or the damage is permanent. 

There are many interesting problems in medicine on 
which this connexion between the pancreas and low-grade 
infections seems to throw light, such as the age incidence 
of vaccinial encephalitis, but they are beyond the scope 
of this article. The pancreatic case in general does not 
appear to be allergic ; but this condition can be produced. 
by recurrent infection. 


Treatment has been by administration of extracts of 
gastric mucosa, by vaccines in suitable cases, by isotonic 
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glycerol, by sulphur when this element is deficient, and 
by calcium salts, according to the laboratory findings and 
the nature of the case. 


Summary 


An abnormal condition of the serum is described 
which, when persistent, is nearly always associated with 
signs Of pancreatic inflammation: this ‘inflammation is 
generally ascending from the intestine, and is patchy in 
distribution. Glycosuria is rare. Insulin is ineffective. 
The altered blood state predisposes to oedema and to 
low-grade infections. 


My thanks are due to Dr. Porter Phillips; to Professor 
Downs of Alberta, whose work gave us the key to our 
problems fifteen years ago; to my staff at Bethlem Royal 
Hospital, who have prepared the sections and photographs ; 
and to all those who have helped by case notes and after- 
histories, and who are too numerous to mention individually 
in this article. 
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NON-SUPPURATIVE INTRACRANIAL COM- 
PLICATIONS OF OTITIS MEDIA* 


BY 


ADAMS A. McCONNELL, P.R.C.S.1. 


Surgeon, Richmond Hospital, Dublin; Honorary Consulting 
Neurological Surgeon, Roval Victoria Eve and Ear 
Hospital, Dublin 


It is with some diffidence that I present this paper before 
this Section, but I have been given to understand that an 
unbiased opinion on the quality of alien coal can be 
obtained in Newcastle. 

The intracranial complications of otitis media may be 
classified as suppurative and non-suppurative. The patho- 
logy of the former is well established, for each stage in 
the process has been observed post mortem. The patho- 
logy of the non-suppurative complications is not so clear, 
for the operative findings are often inconclusive and 
hecropsies are rare. These non-suppurative complications 
are of two kinds, one an encephalitic lesion which gives 
rise to both focal and general symptoms, and the other 
a derangement of the amount or of the circulation of 
the cerebrospinal fluid, resulting in the accumulation of 
the fluid and a rise in the general intracranial pressure. 


The Encephalitic Lesion 


The encephalitic lesion was postulated by Borries in 
1921 and by Symonds in 1927 under the terms “ oto- 
genous encephalitis” and “non-purulent encephalitis ” 
Tespectively. Borries held that the encephalitis was 
analogous to that which occurs in acute fevers, and that 
it ran its full course without suppuration. He stated that 
it was possible to identify the lesion at a post-mortem 
examination of the rare fatal case. Symonds suggested 


*Read in the Section of Oto-rhino-laryngology at the Annual 
Meeting of the British Medical Association, Belfast, 1937. 


that the encephalitis might be the initial stage in the 
formation of a cerebral abscess. 


In general the diagnosis has been made only when 
recovery followed a negative exploration for cerebral 
abscess, “the symptoms of abscess without abscess ” 
(Borries). In this condition the cerebrospinal fluid is 
normal or perhaps blood-stained. 


When a patient with otitis media presents symptoms of 
a focal lesion of the brain, such as aphasia, hemiparesis, 
or hemiplegia, it is wise to make a diagnosis of an 
abscess and to act on that diagnosis. Non-purulent 
encephalitis is rare in comparison with the purulent type. 
If, however, an abscess be not found, recognition of the 
possibility of this condition may save further unnecessary 
exploration, and a decompression operation is indicated in 
some of these cases of encephalitis just as in some cases 
of abscess. 


Derangements of the Cerebrospinal Fluid 


These derangements are of two general types. In the 
first type an excessive amount of cerebrospinal fluid gives 
rise to the symptoms and signs of increased intracranial 
pressure. Symonds described this condition in 1931, and 
gave to it the name of “ otitic hydrocephalus,” using the 
word hydrocephalus as meaning simply an excess of fluid 
in the skull. By drawing attention to the existence of 
such cases Symonds rendered a signal service to otology 
and neurology. Nothing need be added to his descrip- 
tion to make these cases recognizable. The outstanding 
symptoms are intermittent headache and papilloedema. 
In spite of a high degree of pressure the patient may look 
remarkably well. There are no localizing signs, a feature 
which serves to distinguish this condition from that of 
non-suppurative encephalitis. The fact of greatest im- 
portance is that the cerebrospinal fluid is normal and that 
there is no excess of protein or cells. As there is no 
obstruction in the pathway of the cerebrospinal fluid the 
excess of fluid may be withdrawn at any point in that 
pathway, and of course the easiest point for withdrawal 
is the lumbar sac. One or several lumbar punctures may 
be necessary before the amount of fluid remains within 
normal limits. 

The second type of derangement is of the circulation of 
the cerebrospinal fluid rather than of its amount. At 
some point in the cerebrospinal fluid pathway an obstruc- 
tion to the circulation of fluid occurs so that the fluid 
is held up proximal to the obstruction. If the obstruction 
be at the outlet from the ventricles an internal hydro- 
cephalus results ; if in the cisterns of the posterior fossa, 
one or more of these cisterns may become distended with 
retained cerebrospinal fluid. In either case the patient 
then presents the symptoms of increased intracranial 
pressure. These collections of fluid localized in the 
ventricles or in the cisterns of the posterior fossa demand 
direct removal. 


There are therefore two derangements of the cerebro- 
spinal fluid which may arise in the course of otitis media: 
(1) a general excess of cerebrospinal fluid in which lumbar 
puncture is safe and curative; (2) a localized collection 
of cerebrospinal fluid in which lumbar puncture may not 
be safe and is not curative. 

Can these two conditions be distinguished clinically 
from each other? Cases of both types have symptoms 
of increased intracranial pressure, but papilloedema is 
much more common when the fluid is in general excess 
than when it is localized. Should papilloedema therefore 
be an indication for lumbar puncture? 
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So far as my experience goes it is not possible to make 
a definite clinical diagnosis between a general excess of 
cerebrospinal fluid and a localized collection of cerebro- 
spinal fluid. Statistics and probabilities do not help in 
the individual case. The safest way to make the diag- 
nosis, and incidentally to treat the patient, is to perform 
a ventricular puncture. If there is a general excess ot 
fluid this will remove it as readily as a lumbar puncture ; 
if there is a localized collection of fluid in the head the 
ventricular puncture will furnish some indication of its 
position and will not carry the risk of lumbar puncture. 

The clinical picture associated both with the general 
excess of cerebrospinal fluid and with the localized col!- 
lections of fluid is usually suggestive of an intracranial 
abscess, and an abscess must be excluded in every case. 
The routine just suggested is applicable when it is neces- 
sary either to confirm or to refute the diagnosis of an 
abscess. The cerebrospinal fluid obtained by ventricular 
puncture is immediately examined and its protein content 
and cell count noted. A _ perfectly normal fluid is sug- 
gestive but not indicative of a non-suppurative rather 
than a suppurative lesion. Incidentally the amount of 
fluid obtained indicates the size of the ventricle and 
affords a clue to the whereabouts of any local collectioa 
of purulent or non-purulent fluid. 


Conclusions 


The whole matter may be summarized thus: When 
symptoms and signs of increased intracranial pressure 
develop in the course of otitis media and clinical methods 
fail to establish a definite diagnosis, ventricular puncture 
is safer and more informative than lumbar puncture and 
should be used first. If a communicating hydrocephalus 
be found, lumbar puncture may then be used for treat- 


ment. 
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Clinical Memoranda 


INTRACRANIAL COMPLICATIONS OF OTITIS MEDIA 


— 


Treatment of Graves’s Disease with 
Pancreatic Extract 


Thyrotoxicosis is defined as a condition affecting a pre- 
viously healthy thyroid gland, the cause of which is 
obscure and originates probably outside the thyroid, but 
the main symptoms are the consequence of the produc- 
tion of a perverted secretion in combination with an 
excess of normal secretion (Joll). Many theories have 
been advanced as to the cause and origin outside the 
gland, and one naturally looks for a contributory patho- 
logical condition in one of the other endocrine glands— 
the thymus, adrenals, pituitary, parathyroid glandules, 
pancreas, and the lymphatic apparatus. Pathological 
changes do appear in the endocrine organs, but there is 
doubt if they are the cause or are directly due to the 
thyroid disease and merely develop with it. 

One cannot, however, fail to notice a very close link 
between the pancreas and the thyroid in thyrotoxicosis. 
There may be a considerable disturbance of the digestive 
system with prominent symptoms such as diarrhoea and 
icterus ; looseness of the stools as distinct from true 
diarrhoea is very common, and is due to the very large 
amount of undigested fat and meat fibres—surely a pan- 
creatic insufficiency? Severe grades of thyrotoxicosis are 
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associated with increased appetite and thirst, and loss of 
weight and toxic goitre may make manifest a_ latent 
diabetes or convert a prediabetic condition into true 
diabetes. It has been shown that functional glycosuria 
clears up with thyroidectomy, and true diabetes may 
develop if the goitre is not operated on. Again, the 
blood sugar is high in thyrotoxic states and in conditions 
of deficient pancreatic activity. A diminished output of 
pancreatic diastase is found in the urine in toxic con- 
ditions of the thyroid. It is well established that the 
fat-splitting function of the pancreas may be deficient in 
Graves’s disease, with a resulting increase of fat in the 
stools due to imperfect absorption, a large proportion 
being in the form of undigested fragments. None of the 
other endocrine glands show such constant changes as 
does the pancreas in thyroid hyperactivity. 

_ There seems little doubt that there is deficiency of 
iodine absorption in Graves’s disease, and this deficiency 
may arise, according to Marine, because there is a 
diminished amount of iodine in the diet or because the 
body for some reason requires an increased supply or 
because there is something which blocks tissue oxidation. 
The problem of Graves’s disease may be solved by this 
simple theory, that it is through pancreatic insufficiency 
that the necessary amount of iodine is not absorbed from 
the food, for the pancreas has to do with the breaking 
down of carbohydrates, fats, and proteins. 


As far back as 1920 | treated a case of what seemed to be 
a malignant pancreas with pancreatic extract; the diarrhoea, 
Which was excessive and uncontrollable, quickly subsided and 
the patient recovered and rapidly put on weight. This led me 
in 1931 to prescribe pancreatin to a severe case of toxic goitre 
because of diarrhoea with very light-coloured stools, and it was 
my good fortune to note that the diarrhoea was controlled at 
once and that there was amelioration of the syndrome of 
symptoms, the huge goitre disappearing within a few weeks. 
In 1934, to help to control persistent looseness of the stools 
in another severe case of Graves’s disease, I tried the efficacy 
of parenteral injections of vagotonine, a then newly discovered 
hormone isolated from the pancreas by Santenoise. This ex- 
periment has been found successful in three instances. 

In May, 1934, the Lancet published a letter with the heading 
* Pancreatic Insufficiency in Graves’s Disease,” outlining my 
successful treatment of exophthalmic goitre with pancreatic 
extract. It is interesting to note that the British Medical Journal 
epitomized an article of J. V. Kup (Disch. med. Wschr., April 3, 
1936, p. 538) entitled “Skin in Thyrotoxicosis Changes,” in 
which it was stated that eczema due to exophthalmic goitre was 
cleared up with treatment by tablets containing the total extracts 
of the pancreas and that the manifestations of the thyrotoxicosis 
regressed markedly. 

It is in what is now termed the primary toxic goitre that 
this treatment is so notably and uniformly successful, although 
One can see amelioration of the symptoms and some change 
occur in the gland after lengthy treatment in the secondary of 
toxic adenomatous goitres. Acute or fulminating cases of 
goitre may be met with in which an early fatal termination may 
be expected, where such grave symptoms occur as uncontrol- 
lable vomiting and diarrhoea (? pancreatic disease), but the 
common form has an insidious beginning, is chronic in ils 
course, and interrupted with acute exacerbations. Many cases 
of incipient toxic goitre come before the general practitioner 
which, unless he is “ goitre-minded,” are labelled as neuras 
thenia, and these are the cases which would be rapidly cured 
and never develop into the chronic Graves’s disease if recog: 
nized and treated with pancreatic extract. Any patient who 
exhibits fine tremors, complains of palpitation, and has an 
increased pulse pressure, without necessarily having exoph- 
thalmos or an enlarged gland, should be tested with the 
impedance angle apparatus to clinch the diagnosis. 

It may be a matter of criticism that the iodine used with the 
pancreatic extract in most of the cases successfully treated 
was the cause of the benefit accruing. lodine medication in 
itself will not cure the disease, and if its administration is con 
tinued, especially in larger doses, definite increase in the sy® 
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drome of symptoms will undoubtedly ensue. The gland itself 
if overtreated with iodine undergoes marked changes, re- 
sembling the so-called adenomata of the nodular goitre, and 
may partake ef the characters of colloid adenomata or foetal 
adenomata or cysts. 


CONCLUSION 


The treatment is a simple one and consists in the oral 
administration of pancreatic extract (whole gland) thrice 
daily before food. The best preparation is that of 
Oppenheimer's palatinoids—pancreatin gr. v, iodine, 
in the form of Lugol's iodine, ™ iv, or, better still, 
Oppenheimer’s pulverettes alphidine is given twice daily 
between meals two or three days a week. Over-medica- 
tion with iodine is to be deprecated, and jn some of the 
successfully treated cases no (or very little) iodine was ever 
given. “Feeding pancreas™ has proved successful in 
the treatment of other conditions, and there is no reason 
why it should not be as beneficial orally in toxic goitre 
as the ingestion of uncooked or even cooked liver in 
the treatment of the anaemias. 

The patients should carry on with their usual avocations, 
as the nervous element is such a big factor in retarding 
progress. Cases of Graves’s disease seldom do well in 
hospital, and those awaiting operation often have to be 
placed in side wards to eliminate this nervous element. 

With this treatment of Graves’s disease, provided espe- 
cially that the incipient cases are recognized early, it may 
be possible to eliminate the need for thyroidectomy in 
the primary toxic conditions. There may still be need 
for the operation in the secondary toxic types, or in the 
case of those patients suffering from primary toxic goitre 
who will not tolerate the tediousness of a prolonged 
course of treatment, where dramatic results are not 
evident. Most surgeons do not undertake thyroidectomies 
with complacence ; they feel that they are removing a 
structure which cannot be replaced and which has a very 
important part to play in the body fabric. It is worth 
while to recall Professor C. Harington’s summing up in 
his book, the Thyroid Gland: 


_~ The only practical means at present of handling the con- 
dition of toxic goitre consists of a palliative surgical measure 
devoid of any rational basis.” 

And in discussing the possibility of lesions of the pituitary 
gland and suprarenal cortex in thyrotoxicosis he writes: 

~ Neither of these hypotheses can be advanced as a serious 
theory of the aetiology of Graves’s disease. They are dis- 
cussed here because it seems to the writer that it is almost 
certain On some such lines that the explanation of the problem 
of Graves’s disease will eventually come.” 


C. Bairp Macponacp, 


Liverpool. M.A., M.B., Ch.B. 


Acholuric Jaundice and Gout 


Although it has long been known that there is a dis- 
turbance of purine metabolism in acholuric jaundice, 
the association of acute gout with this disease appears 
to be very rare. On examining the literature we have 
Only once been able to find it recorded. E. Leschke 
(1922) described combined gout and acholuric jaundice in 
a patient whose father “appeared yellow from child- 
hood,” and whose grandfather had suffered from gout 
and “ yellow-sickness,” probably acholuric jaundice, all 
his life. Leschke suggests that the occurrence together of 
these two diseases is not a fortuitous circumstance, but 
that it is due to the excessive liberation of nucleo-proteins 
from the greater destruction of red blood cells. This 
increases the endogenous uric acid formation, thus estab- 
lishing a condition for the development of gout. In the 
case here recorded a family history in the father was 
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obtained, but although the mother had died from “ heart 
disease and jaundice” there was no definite evidence of 
acholuric jaundice. 


A carpenter, aged 26, single, was admitted to St. Nicholas 
Hospital on September 7, 1936, complaining of jaundice. 
Three weeks previously he had had an attack of abdominal 
pain and vomiting, and became jaundiced. The jaundice 
had persisted. He said that his motions had never been 
pale. He had had four or five previous attacks of jaundice, 
the earliest occurring when he was 10 years old, and he was 
admitted to Charing Cross Hospital at the age of 12 for this 
condition. 

Investigation of the family history showed that his father 
had died aged 63, and had suffered from gout. His mother 
had died aged 36 from “heart disease and jaundice.” He 
had four aunts, all on the maternal side, none of whom 
suffered from gout or jaundice. He had no brothers or 
sisters. 

On examination the patient's general nutrition was good ; 
the mucous membranes were pale, and there was a consider- 
able degree of jaundice. The spleen was enlarged, the lower 
limit extending to just below the umbilicus. A blood count 
taken two days after admission showed: red blood cells, 
3,600,000 per c.mm.; haemoglobin, 68 per cent.; colour 
index, 0.94; white blood cells, 9,500; differential count, 
normal ; reticulocytes, 10 per cent. The van den Bergh test 
gave a negative direct reaction, and a positive indirect reaction 
of 14 units. The fragility of the red cells was increased, 
haemolysis beginning at 0.7 per cent. and being complete 
at 0.3 per cent. NaCl: 50 per cent. of the red cells were 
haemolysed at 0.48 per cent. NaCl (normal 0.4 per cent. 
NaCl). The Wassermann and Kahn reactions were negative. 
A radiograph of the abdomen revealed three well-defined 
gall-stones. 

On September 24, 1936, seventeen days after admission, 
the patient felt depressed and irritable. At one o'clock in 
the morning of the 25th he awoke with acute pain in the 
right big toe, so severe as to require morphine to relieve it. 
On examination the right hallux was found to be red, hot, 
swollen, and extremely tender, the swelling being most marked 
in the metatarso-phalangeal joint region. It was undoubtedly 
an attack of acute gout. The condition responded well to a 
colchicum mixture and local treatment with lead lotion. The 
patient recovered from the acute stage within twenty-four 
hours, and the swelling of the joint gradually subsided during 
the next five days. 

Frequent blood examinations were made, showing, after 
a temporary improvement, an increase in the anaemia with 
persistence of the jaundice. It was decided, therefore, to 
perform a splenectomy, and this was done by Mr. R. A. V. 
Lewis-Lloyd on November 7, 1936. A blood transfusion was 
given a week previously, and a second during the operation. 
Seven days later the patient had a slight return of pain in 
the same joint as before, which again responded to a 
colchicum mixture. He made a good recovery from the 
operation, the jaundice disappeared, and he was able to 
resume work. An examination of the blood on February 
24, 1937, showed the following count: red blood cells, 
4.750.000 per c.mm.; haemoglobin, 100 per cent.; colour 
index, 1.05; white blood cells, 11,000 per c.mm.; reticulo- 
cytes were less than 1/2 per cent. The increased fragility 
of the red cells was still present. The patient has had no 
further attacks of gout. 

We are indebted to Sir Frederick Menzies, medical officer 
of health for London, for permission to publish this case. 


T. K. Owen, M.Sc., M.B., Ch.B., M.R.C.P., 
Assistant Pathologist, L.C.C. Group 
Laboratory, Lewisham Hospital. 
Joun C. Roperts, M.B., B.S., 
Assistant Medical Officer, 
St. Nicholas Hospital. 
REFERENCE 
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PHYSIOLOGICAL FOUNDATIONS 

The Physiological Basis of Medical Practice. A Univer- 

sity of Toronto Text in Applied Physiology. By Charles 

Herbert Best, M.A., M.D., D.Sc.Lond., F.R.S(Canada), 

F.R.C.P(Canada), and Norman Burke Taylor, M.D., 

F.R.S.(Canada), F.R.C.S.Ed., F.R.C.P(Canada), M.R.C.S., 

L.R.C.P. (Pp. 1,684; 398 figures. 45s.) London: 

Bailli¢re, Tindall and Cox. 1937. 

That Drs. C. H. Best and N. B. Taylor should fill more 
than 1,500 pages concerning The Physiological Basis of 
Medical Practice is in itself evidence of the increasingly 
close association between physiology and medicine which 
has characterized this century. Of their competence for 
the task there can be no question, for they have played an 
important part in the achievements that have made the 
department of physiology in the University of Toronto 
famous. In their preface they clearly state their aims, 
which are or should be those of all who dwell on either 
side of the border between physiology and medicine. As 
the various bodies concerned with the revision of the 
curriculum are fully aware, the medical student “ does 
not always realize how great has been the part 
which physiological discoveries have played in_ the 
progress of medicine, and that the practice of to-day 
has evolved from the ‘theories’ of yesterday.” While 
rightly claiming for physiology the credit for much ad- 
vance in medicine, the authors are not oblivious of what 
Sir Archibald Garrod called the debt of science to medi- 
cine, and, as they say, several examples could be cited of 
clinical investigations which have pointed the way to the 
physiologist. 

Anatomy, physiology, and pathology each in turn 
became the principal aid on which medicine relied. These 
stages are well seen in the changing nomenclature of 
certain diseases—thus “locomotor ataxy™ describes the 
leading clinical symptom, while “ tabes dorsalis ~ implies 
a knowledge of the structure and functions of the spinal 
tract, disturbance of which is responsible for such symp- 
toms. Finally we were able to refer this to a degenera- 
tion of the lower sensory neuron through the agency of 
the syphilitic toxin. Here clinical observation, anatomy, 
physiology, and pathology are seen in their normal 
sequence, not contradicting but confirming each other. 


Morbid anatomy has reached as far as we can expect it. 


to go, and, as our authors say, the student of scientific 
medicine is directing his attention more and more to 
morbid physiology in his efforts to solve clinical problems. 
Sir Humphry Rolleston recognized this when as Regius 
Professor of Physic at Cambridge he instituted a course 
of lectures entitled “ Morbid Physiology.” In its turn 
physiology is becoming increasingly biochemical. It is 
curious to find Sir James Goodhart writing just a quarter 
of a century ago “I met a hybrid the other day—a bio- 
chemist.” 

But the older sciences are not failing to provide us with 
new conceptions. The recognition of the nerve unit— 
the neuron, contiguous but not continuous with other 
neurons—has gradually revolutionized much of neurology. 
More recently the idea of an organ as a localized structure 
has been expanded to include structures widespread 
throughout the body such as the erythron and the reticulo- 
endothelial system within that definition. Full justice is 
done to such conceptions in the book before us. 

To particularize a little, we were struck withethe brief 
but helpful account of cholesterol and its metabolism— 
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still a somewhat elusive subject. Not only is it suggested 
that this may prove the “mother substance” for such 
important compounds as the bile acids, oestrin, the luteal 
hormone, and the male sex hormone, but the writers go on 
to say, “ The only means by which arteriosclerosis can be 
produced regularly is by diets high in cholesterol.” This 
has an important bearing on the observation that the 
high fat, low carbohydrate diet in diabetes appears to 
accelerate the production of arteriosclerosis even in young 
diabetics. Again, it is interesting to learn that in diabetes 
insipidus the ingestion of large quantities of water with 
a temperature below that of the body necessitates read- 
justment of the heat-regulating mechanism ; hence vaso- 
constriction as a compensatory measure to conserve heat. 
The resulting sense of cold excites shivering, which may 
cause a rise in the basal metabolic rate ; the foot intake is 
increased in consequence. If pituitrin is given without 
restricting the fluid intake to such patients water intoxica- 
tion may result. 

One reflection arises from perusal of these pages: 
scientific controversy is often not wasteful of effort but 
may be highly productive. Thus the controversy between 
Stewart and Cannon not only led to a revolution of our 
ideas on the functions of the adrenal cortex but con- 
firmed the emergency action of adrenaline. The dispute 
as to rickets being a disease of diet or of the dark paved 
the way to discoveries of great importance. When dis- 
putants are equally ardent in their search for truth 
honours are equally divided in the long run. 

The book is a storehouse of information lucidly stated 
and valuable to physiologist and clinician alike. But, 
quite by the way, we hope that in a future edition Dr. 
H. G. Turney will not be deprived of the credit of first 
describing the condition now known as Cushing's syndrome 
in favour of some hypothetical being called Turner on 
page 1156. 


PARASITOLOGY 


Précis de Parasitologie. By E. Brumpt. Fifth edition. 
Two vols. (Pp. 2.140; 1.085 figures, 4 coloured plates. 
Brochés. 170 fr.; reliés toile, 200 fr.) Paris: Masson et 
Cie. 1936. 
Perhaps nothing is better calculated to give an idea of 
the rapid accumulation of knowledge in any branch of 
science than the growth in size of successive editions of 
a textbook on the subject. This is well exemplified by 
the appearance of the fifth edition of Brumpi’s Précis de 
Parasitologie. Ten years ago the fourth edition consisted 
of a single volume of some 1,450 pages ; the present issue, 
in two volumes, runs to nearly half as many pages again. 
In his preface the author refers to the many advances in 
more recent years in the domain of parasitology, such 
as the recognition of new species, the demonstration of 
previously unknown evolutional cycles, the discovery of 
new hosts and modes of transmission, and draws attention 
to some of the newer means of investigation and the 
results obtained by experimental methods. All these have 
been incorporated, while the section on mycology has 
been entirely remodelled and greatly augmented to bring 
the present edition right up to date. 

Professor Brumpt is to be congratulated upon the 
enormous task he has accomplished—even though, as he 
tells us, he could not resist the temptation on several 
occasions to abandon this exhausting labour in order to 
take some repose by turning to research work and travel. 
Everyone who is interested in parasitology is already 
familiar with the earlier editions and the method of pre- 
sentation of the subject-matter therein. It is not, there- 
fore, necessary here to say more than that the possession 
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of this last edition is a sine qua non. The index is excel- 
lent, while the text references to authors with dates of 
publication are in themselves a feature of great value. 
The text figures, ample in the previous edition, have been 
increased from 850 to 1,085 in number. Here and there 
minor points may be noted which could be amended with 
advantage. To give a single example—the differentiation 
of the treponema of yaws and that of syphilis is not very 
clearly stated nor the question of cross-immunity well 
presented ; bismuth is not mentioned in treatment. 


MORTALITY RATES OF JEWS AND NON-JEWS 


Tod und Todesursachen unter den Berliner Juden. By 

Dr. Franz Goldmann and Dr. Georg Wolff, with a fore- 

word by Dr. E. Seligmann. (Pp. 82.) Berlin-Charlotten- 

burg: Reichsvertretung der Juden in Deutschland. 1937. 
Drs. F. Goldmann and G. Wolff have published an 
analysis of the rates of mortality of confessional Jews 
in Berlin which is of considerable value. The authors 
obtained particulars of 14,083 deaths of confessional Jews 
occurring in the two triennia 1924-6 and 1932-4. The 
totals agreed reasonably well with those recorded in the 
municipal yearbooks—for the former period the deaths 
of which particulars were obtained were 2 per cent., and 
for the latter period 8 per cent. too few; for 1924-6 age 
standardized rates of mortality could be computed. The 
authors have accordingly made a complete analysis, the 
exactness of which is guaranteed by Dr. Wolff's high 
statistical reputation. The general rate of mortality of the 
Jewish population was appreciably less than that of the 
whole population, strikingly so under the articles of infant 
mortality and mortality from tuberculosis. On the other 
hand the mortality of Jews from diabetes, diseases of the 
circulatory system—especially arteriosclerosis—and suicide 
was above the average. It is possible, we think, that the 
striking difference in respect of arteriosclerosis might be 
modified by age standardization, but the data relate only 
to 1932-4, so that standardization was impracticable. 

The authors rightly decline to draw any decided con- 
clusions as to the respective shares of racial predisposition, 
selection, and economic circumstances in the production 
of these differences. From one of their findings others 
may be inclined to draw an inference. “In 1924-6 the 
suicide rate in Jewish males was 1.2 and in Jewish females 
1.3 times that of the general population. In the period 
1932-4 suicide had increased among the Jews much faster 
(almost 50 per cent.) than among the non-Jews.” 


PRE-NATAL AND POST-NATAL CARE 


Pre-Natal and Post-Natal Management. By J. St. George 
Wilson, M.C.. M.B.. Ch.M. F.R.CS. F.C.OG. 
(Pp. 206: 80 figures. 10s. 6d. net.) London: E. Arnold 
and Co. 1937. 
Mr. St. George Wilson has written a little book which will 
probably meet with wide acceptance and may even become 
an obstetric “ best seller.” The author writes as a clinician 
not too much hampered by a scientific outlook, but keenly 
interested in the treatment of symptoms, and convinced 
of the importance of giving serious consideration to con- 
ditions which are too often dismissed as minor ailments. 
He clearly possesses the gift of keen clinical observation, 
and men of experience may well find some of his “ tips ™ 
to be worthy of their consideration. Confident advice is 
given about almost everything, and one of the great 
attractions of the book to the junior practitioner will be 


that if he follows Mr. Wilson he need seldom, if ever, be 


in doubt as to what is the best thing to do. The advice 
Is given for the most part in terse sentences, which are 
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often so unconventional in construction as to arrest the 
reader's attention for their form as much as for their 
import. The author writes on page 36: “We do not 
believe in physical exercises which allege to prepare for 
labour * ; the meaning is obvious, and if the shades of all 
the grammarians are made to shudder—what of it? Asa 
rule the author wastes no words, and it is regrettable to 
find such a trite remark as “the abdomen will vary in 
appearance with the period of pregnancy.” 

Like most good clinicians Mr. Wilson does not disdain 
the empirical, and it is greatly to his credit that he has 
himself tried out all, or nearly all, the methods of treat- 
ment which are discussed. It is therefore unfortunate 
that mention should be made of the treatment of hyper- 
emesis by rectal injections of the patient’s urine, a 
method reminiscent of the unpleasant empiricism of the 
Middle Ages. On the whole the author's methods con- 
stitute a happy combination of the old and the new; 
thus in the treatment of secondary anaemia in pregnancy 
chief reliance is placed on the trusty and well-tried Blaud’s 
pill, which is recommended in doses rising to 225 grains 
a day: but violet-ray therapy is also advised as an 
adjunct to treatment with iron. An excellent example of 
careful clinical work will be found in the chapter dealing 
with the management of varicose veins in pregnancy, a 
subject which few obstetric writers have thought it neces- 
sary to deal with; yet it is of great importance to the 
health and working capacity of the mother. The consider- 
able number of x-ray photographs are all of uncommon 
excellence, and are without exception a help, not a puzzle, 
to the reader; those which depict malformations of the 
foetal skull may be selected for special praise. 

To subject the book to descriptive analysis would be 
unfair to prospective readers, whose appreciation of a 
somewhat uncommon effort will be all the greater if they 
approach it in an expectant frame of mind. We feel 
confident that junior practitioners and all who are working 
in ante-natal clinics, whether doctors or midwives, will 
find in it a most useful mentor and guide, 


CONTROL OF TUBERCULOSIS 


The Control of Tuberculosis in England—Past and 
Present. By G. Gregory Kayne, M.D., M.R.C.P., D.P.H. 
Foreword by Sir Humphry Rolleston, Bt. G.C.V.O., 
K.C.B. (Pp. 188. 8s. 6d. net.) London: Humphrey 
Milford, Oxford University Press. 1937. 


Dr. Gregory Kayne in the course of his Dorothy Temple 
Cross Fellowship was able to make an excellent survey, 
and has now published this in book form. The chequered 
story of pure administration is always regarded impatiently 
by the clinician. It is debatable to what extent progress 
is owed to scientific discoveries, and how much to the 
application of them by sociologists and legislators. 
Tuberculosis is an endemic infection with waves of 
epidemic incidence corresponding with industrial and social 
aggregations. What Society creates Society can control, 
and presumably the ancient Pharaohs could have been 
protected against death from the tubercle bacillus by 
measures similar to those described in this book. 

Dr. Kayne begins with the voluntary system which pre- 
ceded the first official recognition of tuberculosis in 1908. 
Haphazard treatment in special hospitals, the building of 
small sanatoria for the well-to-do, patchy pursuit of 
clinical interest, were the features of the early period. The 
poor had only the out-patient department, the rich went 
to Madeira and Switzerland. The Edinburgh Dispensary 
was founded in 1887, but the example did not spread very 
much until the beginning of the great war. The infectivity 
of the disease was not really accepted in Government 
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circles until 1908, and notification did not become com- 
pulsory until 1912. Lord Astor's committee established 
the tuberculosis scheme as we know it to-day with dis- 
pensaries, sanatoria, hospitals, and settlements. In_ the 
beginning national health insurance made funds available, 
but latterly seems to have dropped out of direct connexion 
with the tuberculosis scheme. Dr. Kayne’s book describes 
all these developments faithfully and without prejudice. 
In the last section he turns to the future, and gives a sketch 
of its possibilities. ¢ plumps for the periodic examina- 
tion of healthy people, with more radiology and closer 
contact with the general practitioner. “Sooner or later 
the preservation of the health of the population will come 
to be regarded as on the same footing as national defence 
or police supervision, and a complete health service wil’ 
be available for every citizen who falls ill, in the same 
way as the police serves now when he is attacked or 
threatened by others.” Dr. Kayne has more confidence 
in the present voluntary system than this statement would 
seem to suggest. He is probably correct in thinking that 
the English mind will evolve an amalgam of State and 
private practice without an extreme. 

In a book dealing with administration it is perhaps too 
much to expect adequate attention given to research. Is 
not this where much of our vaunted administration fails? 
The tuberculosis scheme has evolved out of humble begin- 
nings in a few voluntary hospitals and wooden sanatoria 
hidden far away from towns into a fairly adequate system 
of control of “contacts ~ and actual cases. Any person 
who has suspicious symptoms may be referred to a dis- 
pensary for expert examination. Treatment has reached 
a high level, and social care is beginning to be understood. 
What of research and future development? From Dr. 
Kayne’s book we have the feeling that our national tuber- 
culosis scheme will go on extending in its blind, planless 
fashion. He is likely to be right. A writer on English 
administration who fails to give the impression of extra- 
ordinary inchoate and illogical development would not 
be stating the facts, and Dr. Kayne’s book is an excellent 
one for this reason, as well as for its accuracy and 
completeness. 


Notes on Books 


Digitalisfibel fiir den Arzt (Berlin, J. Springer, RM. 
1.80), by Professor ERNst EDENs, is a brochure of some 
thirty pages into which the author has condensed the 
essential facts regarding digitalis, which he rightly claims 
js the most indispensable weapon that the general physi- 
cian possesses. The information is set out in seventy-five 
paragraphs, and an account is given of the history, 
chemistry, pharmacology, and therapeutic use of the drug. 
The account is supplemented by a list of 120 selected 
references. The author himself has done much to advance 
our knowledge of digitalis, and his opinions are based 
on many years of clinical experience. Hence the synopsis 
is of more than usual interest, for it shows which facts 
a leading authority considers to be really essential. 


Grundlagen einer neuen Therapieforschung der Tuber- 
kulose, by Drs. W. PFaFF and Witty Herotp (Leipzig, 
G. Thieme, RM.17.80), is a monograph in which the 
authors give an account of investigations undertaken to 
determine the mode of formation of tuberculous lesions. 
The first half of the volume gives a general review of the 
pathology of inflammation with special reference to in- 
fection with the tubercle bacillus. The second part 
describes experiments carried out by the authors. They 
used fluorescent vital stains and studied the passage of 
these out of the blood vessels with ultra-violet illumina- 
tion. The third part reviews the methods available for 
checking the growth and spread of tuberculous infections. 
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Preparations and Appliances 


A SUPRAPUBIC BOX 


Mr. Cuartes E. Kinperstety, F.R.C.S. (Bath), writes: 

The suprapubic box illustrated in the accompanying figures 
has been made for me by Messrs. John Bell and Croyden, 
Wigmore Street, London, W.1. It is used wherever an Irving 
apparatus was used formerly. 


VERSE AND 
SEPARATED VIEW 


The outlet tube at the lower extremity of the box is attached 
to a suction apparatus, and eliminates the urinal between a 
patient's legs and enables the patient to move freely in 
his bed. 

I have now been using this appliance for several years in 
prostate cases and find it is possible to keep a patient per- 
fectly dry and at the same time to allow unimpeded mobility 
in bed. 


ZINC PROTAMINE INSULIN SUSPENSION 
80 units per c.cm. 


In response to a demand from users of protamine insulin 
(with zinc) for a preparation of higher unit value than the 
40 units per c.cm., the four British firms engaged in its manu- 
facture (Allen and Hanburys Ltd., Boots Pure Drug Co., Ltd. 
The British Drug Houses Ltd., and Burroughs Wellcome and 
Co.) have now made available a suspension containing &% 
units per c.cm. This preparation is issued in one size only— 
5-c.cm. vials containing 400 units (80 units per c.cm.). The 
original preparation containing 40 units per c.cm. will continue 
to be issued as at present in S5-c.cm. and 10-c.cm. vials. 


STREPTOCIDE OINTMENT 


Streptocide ointment (Messrs. Evans Sons Lescher and Webb 
Lid.) contains 5 per cent. of p-aminobenzenesulphonamide 
dissolved in a bland neutral ointment base. The remarkable 
disinfectant action of this drug on haemolytic streptococci is 
well known, and clinical trials ‘indicate that the drug is 
effective on external application against these organisms when 
present as surface infections. 
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“A CALL TO THE NATION” 


By the time these words appear in print the 
Government’s National Health Campaign will have 
been launched by the Prime Minister in a speech 
broadcast to the nation. The main objectives of 
this campaign, which is organized on behalf of the 
Minister of Health and the President of the Board 
of Education by the Central Council of Health 
Education, the cost being borne from public funds, 
are “to encourage the wider use of the existing 
health services and to bring home the need for 
increased physical fitness.” 

No student of the history of medicine and the 
development of medical organization can doubt that 
any project, scientific or administrative, which is 
likely to raise the standard of public or personal 
health can count on the whole-hearted support of 
the medical profession. Of the informed and 
stimulating contributions to the public health by 
special committees established by the British 
Medical Association some recent examples stri- 
kingly illustrate this fact. The reports on nutrition 
translated the findings of physiology into factors 
of domestic economics, at the same time focusing 
public attention on the first essential of bodily 
health, good nutrition; the report on physical 
education provided the basis upon which the 
Government constructed its proposals on this sub- 
ject, an event not too freely acknowledged ; that 
on fractures was important enough to justify the 
appointment of a departmental committee to give 
practical application to its findings ; the reports on 
immunization, on medical education, on mental 
deficiency, on alcohol and road accidents, and on 
the medical aspects of abortion, together with 
such pronouncements as that on the purity of milk, 
show a catholicity of contribution to subjects of 
public interest. It will be conceded that the 
medical profession, alive as it is to its public 
responsibilities, is unusually well equipped to 
examine, with a friendly if critical eye, a national 
campaign to improve the public health. 

The projected campaign is limited in its appli- 
Cations ; it is directed to the wider use of certain 
existing services and those only. Although there 
is evidence at this late stage of a tendency to widen 
the basis of the campaign, the available literature 
makes it clear that it is the maternity and child 


welfare, the school medical, and the tuberculosis 
services of local authorities which in the next three 
months are to enjoy the bright light of publicity, 
although the national health insurance service is 
to receive mention. It is legitimate to ask whether 
the restriction of the campaign to these services, 
excellent though they are, is in the ultimate public 
interest. Hospitals, voluntary and municipal, 
universities and research institutions, voluntary 
bodies, and such public-spirited organizations as 
public medical services and provident associations, 
and private practitioners, both specialist and general, 
are all agencies contributing to national health no 
less than the local authority services which, by their 
non-domiciliary and occasional character and their 
limitation to isolated phases of human life history, 
can be of little value without the co-operation and 
support of these other agencies. If and where such 
co-operation is lacking, to advocate in a national 
health campaign the use of certain services, chosen 
because they are provided by statutory authority, 
may aggravate a situation already inimical to the 
welfare of the public. Perhaps the most unhappy 
characteristic of the existing provision for the 
health of the people is the lack in many areas of 
the appropriate arrangements for co-operation and 
consultation between the many workers in the field 
of health, notably between local authorities and 
the medical profession. 

An increase in the numbers of attendances at 
ante-natal and infant welfare clinics, already quite 
high, can scarcely be regarded as being of itself 
a sufficient result of a national health campaign 
launched by the Prime Minister in what is officially 
described as “a call to the nation.” Indeed a 
concentration of public attention on certain limited 
existing services is not without the danger that it 
may divert it from the consideration of the larger 
problems of future development, and postpone the 
elaboration of a comprehensive long-term policy. 
Governmental action on the lines of the report of 
the Departmental Committee on Scottish Health 
Services, including the extension and amplification 
of the existing national health services and the 
creation in England and Wales of a complete 
national maternity service, is an urgent need of 
the day. 

The Minister of Health has given abundant 
evidence of his courage and his enthusiasm for 
the public health. There may be good reason for 
limiting present activity to the existing services. 
But we would urge him in the public interest to 
widen the basis of this campaign so as to present 
to the public in truer perspective the problem of 
national health, and the many varied agencies, 
statutory and voluntary, individual and corporate, 
which contribute to it. 
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WORK IN RADIUM THERAPY 


The Radium Institute, London, has just issued its 
annual report, and the year for which this is issued 
(1936) is the twenty-fifth since the foundation of the 
institute by the late Sir Ernest Cassel and the Earl 
of Iveagh. Like other hospitals, it has experienced 
difficulties consequent upon financial stress, as the 
income derived from invested funds is small, and 
the greater part of the running expenses has to be 
met out of the fees paid by a comparatively small 
number of patients and for other services rendered 
by the scientific departments of the institute. These 
include the provision of radon for clinical and 
experimental purposes, the testing of radium and 
radon containers, measurements of radio-activity, 
and the mounting of radium salts in suitable appli- 
cators. On the scientific side it is evident that 
these activities require the employment of a highly 
trained and skilled personnel, while the improve- 
ments which are continually taking place in physical 
technique call for the provision of new and costly 
apparatus or the modification of types at present in 
use. Those who are unacquainted with the working 
of a modern physical laboratory can have but little 
appreciation of the cost entailed not only in keeping 
it abreast of contemporary developments but in 
anticipating the calls which may be made upon it in 
the near future. In connexion with this it must be 
remembered that one of the chief objects with which 
the Radium Institute was founded was the promo- 
tion and development of original research, as well 
as the clinical application of the most recent dis- 
coveries in experimental radiology. 

Thus although the number of beds in the hospital 
is small the cost of maintenance in this and similar 
institutions is bound to be heavy. Special attention 
is being directed to the question of ** beam therapy,” 
in which the radiations from large quantities of 
radium are allowed to aci from a distance in much 
the same way as the rays from an x-ray tube. The 
London Radium Institute has two such installations, 
each containing five grammes of radium element, 
and thirteen beds are provided for patients under- 
going this form of treatment. The employment of 
such massive doses of radiation calls, of course, 
for protective measures of extraordinary efficiency 
not only for safeguarding the patient but for avoid- 
ing injury to those who use them. No special 
reports have been made upon this work, as pre- 
mature statements must be avoided, and time is 
necessary for the permanence of the results to be 
seen. In addition to the in-patients there are also 
a large number of out-patients receiving beam treat- 
ment. During the year under consideration 813 
new patients of all kinds were treated or examined, 
544 being subjects of malignant disease. 
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The medical report, by Dr. Roy Ward the 
medical director and his colleague Dr. Durden 
Smith, consists mainly of a collection of statistical 
tables dealing with the results of treatment of carci- 
noma in different sites and giving the survival rates 
at the end of periods of from one to five years, from 
1925 onwards. In no instance except that of carci- 
noma of the cervix are the cases graded in any way, 
but the figures for this situation are striking enough. 
The method of grading into stages is that adopted 
by the League of Nations Committee, details of 
which have.appeared in this Journal from time to 
time. It may be mentioned that in Stage I the 
disease is strictly limited to the cervix and the 
uterus is freely mobile. We tabulate the five-year 
survival figures for the first three stages in the years 
for which such five-year figures are available (1925- 
1931). 


Carcinoma of Cervix : Number of Patients Treated in Different 
Stages, Alive After Five Years 


Stage I Stage HI Stage HI 
| | 
Number | Alive after| Number | Alive after| Number | Alive after 

Treated 5S Years Treated 5 Years Treated 5 Years 
1925 1 i 5 2 15 i 
1926 — — 1 — 12 2 
1927 — — 3 1 15 1 
1928 2 2 6 5 24 2 
1929 2 2 10 5 23 4 
1930 3 8 3 19 
1931 6 5 8 4 18 5 
Totals 15 13 41 20 126 19 


In the fourth stage. when the disease is advanced so 
that there is massive infiltration of parametria, 
involvement of bladder or rectum, or extensive 
vaginal infiltration, or remote metastases are 
present, a more detailed tabulation may be of 
interest. 

Carcinoma of Cervix: Number of Patients in Grade 1V, seen 


and Treated 1925-31, and Number Alive at Different 
Periods Afterwards 


Alive at the end of— 
- Number Not 
a ee 1 Year | 2 Years | 3 Years | 4 Years | 5 Years 
1926 .. il 1 1 
.. 9 1 2 1 1 
1928 .. 15 _ 2 1 1 1 1 
1929 18 2 2 1 
10 1 6 3 3 
Totals .. 106 8 27 8 6 1 1 
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J. 8S. YOUNG: TUMOURS OF BONE 
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FIG. 2.—-Osteolytic sarcoma of femur. Fic. 3. Ewing sarcoma of tibia. Positive 
radio-diagnostic test. (275r). 


FIG. 4.—The same case as in Fig. 3, four weeks later, showing extension of tumour into supra-condylar pouch during 
progress of irradiation. 
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GEOFFREY KEYNES: CONSERVATIVE TREATMENT OF CANCER OF THE BREAST 
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C. LOVELL: CEREBRAL OEDEMA IN CERTAIN MENTAL DISORDERS 


FIG. 2.—Pancreatic duct showing patchy inflam- 
mation. 


Fig. 5.—Case of anxiety state, duration two 
years ; pancreas. 


x 


>. 


Fic. &.—Pancreas of a case of schizophrenia ; 
fibroblasts invading parenchyma. 


Fie. 3.—Case of anxiety state, duration three 
months ; pancreas. 


Fie. 9.—Section of brain of same case. 


! 


JURNAL 


Oct. 2, 1937 


WORK IN RADIUM THERAPY 


Tue 
MEDICAL JouRNAL 667 


These figures confirm the unfortunate fact that by 
far the greater number of patients only apply for 
treatment when the disease is advanced—in some 
cases when treatment is impossible ; meanwhile the 
chances of success progressively diminish. The 
following is a brief summary of five-year results. 


Number of Patients Treated and Five-year Survivals in the 
Different Stages 


Patients | Treated | Survivals | Percentage 
Stage oe 15 13 86.6 
ee 126 19 15.0 
106 8 1 0.9 


Of the 288 patients applying for treatment no fewer 
than 232 postponed seeking expert advice until the 
disease had made such progress that—to put it very 
bluntly—the expert did not have a fair chance. We 
have repeatedly urged the need for early treatment, 
and no better argument could be put forward than 
the figures we have collected from this report. 
Thinking it might be of interest to see if there has 
been any improvement in more early attendances, 
we have examined the figures given for the years 
1932-6, but, although there is a very slight improve- 
ment, the tendency to delay seeking advice until an 
advanced stage of the disease still persists. Sum- 
marizing these records we find that out of 250 
patients presenting themselves 58 were in Grades 
] and II, and no fewer than 192 in the advanced 
Grades of III and IV. The facts are deplorable, 
but as the Radium Institute is a metropolitan 
hospital receiving cases from all over the country 
they may, we think, be taken as fairly typical of 
conditions generally. Education of the public is 
necessary, and can only come about with the help of 
the general practitioners. The task is admittedly 
both delicate and difficult, but should not be beyond 
those whom the public regards not only as medical 
advisers but as friends. It would be invaluable 
if we could once definitely ascertain where the 
cause of the trouble lies. 

There is one friendly criticism which we are 
tempted to make—namely, that the report as it 
stands hardly does justice to the excellent work 
for which the Radium Institute has such a de- 
servedly high reputation. Of the eighteen pages 
which constitute the actual medical report, no fewer 
than sixteen are entirely devoted to statistical 
summaries. There must be many _ interesting 
observations made in the course of a year’s work 
which are worthy of being recorded, and a brief 
account of some of the researches instead of a bare 
enumeration of the publications based upon them 
would have added to the interest as well as to the 


value of the report. If the present instance had 
been an isolated one it might have passed without 
comment, but the practice of issuing reports which 
are for the most part only tabulated summaries 
hardly tends to arouse general professional interest, 
and will, we fear, tend to, deter any reader less 
hardened than a specialist or a reviewer. 


TRENDS OF POPULATION 

In his presidential address to the Geography Section 
of the British Association Professor C. B. Fawcett 
discussed the world trend of population § since 
census-taking became regular and widespread—that 
is, since the beginning of the nineteenth century. 
He pointed out that the net effect has been to add 
about a fourth to the major populated areas, and 
has not been either to spread population more 
evenly throughout the world or to fill up the great 
open spaces. He examined in detail that aspect 
of this movement which impresses itself upon all 
observers—namely, the drift to towns. 

For many years Professor Raymond Pearl and 
his associates in the department of biology of the 
School of Hygiene and Public Health, Johns 
Hopkins University, have been studying the physio- 
logical aspects of the population problem, and two 
recent memoirs' are good illustrations of their 
method of approach. Briefly this is the problem. 
The effective birth rate depends upon natural or 
racial peculiarities, age, and exposure to risk. This 
last factor (assuming for simplicity that we are only 
concerned with the fertility of married couples) is 
partly determined by the use of contraceptive 
methods. Now in a country such as the Birth 
Registration Area of the United States of America 
official statistics provide much information respect- 
ing fertility as influenced by age, habitat, and racial 
condition, because the data distinguish not merely 
between white and coloured but between native and 
foreign-born women. The first of the memoirs 
cited above is based on the data for 1930, and the 
general plan of the study is as follows. If one 
thought of “ man ™ simply as a breeding mammal, 
then in the healthy animal with unrestricted oppor- 
tunities for sexual intercourse first pregnancies 
would be concentrated within a narrow range from 
the moment of sexual maturity and other preg- 
nancies follow at regular intervals: the record in 
individual cases would be determined by innate 
fertility. Of course, in human beings these con- 
ditions are seldom if ever fulfilled ; one has, quite 
apart from the use of contraceptive methods, such 
factors as differences in age at marriage, and 
actually the interval between the biologically 
possible and the actual date of first pregnancy in 


‘Human Biology, 9, 65 and 212; Amer. J. Hyg., 25, 507. 
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almost all classes of society is large. Thus if one 
takes the reproductive spun as the average period 
from first menstruation to menopause, it is found 
that in American-born whites 23.9 per cent. of that 
span, in foreign-born whites 31.8 per cent., and in 
coloured women 15.8 .per cent. elapses before the 
first live birth; for first stillbirths the interval is 
greater. Professor Pearl compares in detail the 
actual reproductive histories—what he. calls the 
patterns of reproductivity—and provides a number 
of instructive tables. He has also, in the second 
memoir cited, compared samples of women from 
New York and Chicago who gave particulars 
respecting their use of contraceptive methods. 

Like other observers Professor Pearl finds that 
the effective reproduction of what are generally 
regarded as desirable elements in a civilized com- 
munity is much below that of less eligible strata, 
and that “birth control,” although by no means 
equally effective everywhere, has been a material 
factor. But he is led to think that other factors, in 
particular deferred age at marriage, are of more 
significance than some statisticians have believed, 
and that “ birth control” itself is more important 
“in keeping women out of the category of breeders 
at all or admitting them into that category only once 
in a lifetime ” than as a method of spacing out the 
pregnancies of multiparae. These are important 
conclusions from the sociological point of view, and 
no doubt Professor Raymond Pear! will develop his 
views at length in the Heath Clark Lectures which 
he is to deliver at the London School of Hygiene 
and Tropical Medicine in a few weeks’ time. 

To an observer in Mars, without personal 
grounds for anxiety, the problem of population 
trends must be of fascinating interest. He will note 
that, pari passu with a maximum of concentration 
in and around large cities of human beings, the 
means of destruction of life have been multiplied, 
and the power to set these means of destruction into 
motion has, even in democratic States, also become 
concentrated under the control of a small number 
of persons. He will also note that the function of 
replacing the existing inhabitants of the earth is 
becoming specialized not merely as between races 
but within each community. He will ask himself 
whether, in the event of the kind of mutual destruc- 
tion of cities which Mr. H. G. Wells foretold so 
many years ago in The War in the Air, the return 
to barbarism he suggested may not be inevitable. 
A mitigating factor is that the modern city tends 
to enlarge its area, so that if the peoples of 


Europe can be prevented from flying at one. 


another’s throats for a generation, total destruction 
will be impracticable. But such an economic or 
military reorganization would leave the problem of 
reproduction unsolved. 
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MEDICINE AND THE PUBLIC 


A report appears in our Supplement this week of the 
special meeting of the Council of the British Medical 
Association which was held on September 22 to con- 
sider proposals for cultivating better relations between 
the organized medical profession and the public. 
Though differences of opinion as to ways and means 
were Clearly put forward in the course of debate, the 
Council had no difficulty in accepting the general prin- 
ciple that steps should be taken to inform the com- 
munity about the work of the profession, more espe- 
cially in the medico-sociological sphere ; to secure a 
more enlightened attitude towards the problems con- 
nected with National Health Insurance ; and to persuade 
the newspaper Press to be more constructive in its 
handling of medical news. The executive decisions 
taken by the Council included the setting up of a 


Propaganda Committee and the appointment of a public. 


relations officer, to take up his duties almost imme- 
diately. It is hoped that by these and other cognate 
means public opinion may be informed and guided in 
relation to the work and views of the Association in 
matters that directly concern the health of the people. 


UPPER RESPIRATORY INFECTION IN 
CHILDHOOD 


No apology is necessary for referring once again to the 
discussion on otitis media in early childhood which 
took place at the Royal Society of Medicine in May, 
1937, and is now published in full in the current number 
of the Proceedings.‘ Everyone dealing with children 
should be familiar with its implications. Otitis media 
in children under 5 years of age differs considerably 
from the disease in later childhood and adult life. Owing 
to their free communication, the Eustachian tube, 
middle ear, and mastoid anirum are simultaneously 
involved and the infection is bilateral in approximately 
half the cases. Spontaneous perforation is uncommon 
and late owing to the relatively greater strength of the 
tympanic membrane, the width of the Eustachian tube, 
and the collapse and dehydration of the child. The 
disease can therefore easily be overlooked. Tuber- 
culosis of the ear is much less often seen than a quarter 
of a century ago and the commonest organism is the 
streptococcus. Figures given by Dr. J. H. Ebbs, based 
on 880 consecutive necropsies of children under 14, 
showed the surprising incidence of otitis media in 
infancy. 
50 per cent. of children who die under the age of 14 and 
sinusitis in over 30 per cent. Of those dying in the first 
year of life the number with otitis media is over 60 
per cent. In many of these children the presenting 
symptoms are diarrhoea and vomiting, and there seems 
no doubt that an upper respiratory infection is the 
commonest cause of alimentary disturbances in infancy. 
Pneumonia is an even more frequent finding than gastro- 
enteritis, and the number of cases in the first year of 
life is described as appalling. Infection of the upper 


* Proc. roy. Soc. Med., 1937, 30, 1293. 


Infection of the middle ear is found in over. 
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respiratory tract is a “ menace to all lower-lying struc- 
tures,” and it may lead to tonsillitis, bronchitis, 
bronchiectasis, pneumonia, and severe gastrd-intestinal 
disturbances. There is no doubt that these infections 
are contracted from other persons, and Dr. Ebbs 
emphasizes that the contact of an adult with an infant, 
while that adult is suffering from a cold or influenza, 
exposes the infant to one of the gravest risks which 
it can encounter during its life-time. A final important 
point is that the vast majority of infants who die of 
infections related to otitis media and sinusitis have been 
artificially fed, and “the best insurance that a mother 
can adopt for her infant is breast-feeding, whenever it 
is possible, and particularly during those difficult first 
few months of life when infections are so dangerous.” 


ARCHIEPISCOPAL LICENCES TO PRACTISE 


Mr. R. R. James’ has examined the records at 
Lambeth and has taken out the names of those to whom 
the Archbishop of Canterbury issued licences to practise 
medicine and surgery from 1580 to 1773. The work is 
laborious but is well worth the trouble. It greatly assists 
the student of the history of medicine in England. It 
enlarges his knowledge of the curious manner by which 
medical practitioners have reached their present qualifi- 
cations, and it gives personal details about the lives of 
some medical men well known in history. Mr. James, 
with the help of Mr. J. Harvey Bloom, published in 
1935 the names of those who were licensed by the 
Bishops of London and by their Vicars General. It now 
remains to do a similar service for the Northern Province 
of York. The licences granted by the Archbishop of 
Canterbury appear to be in common form, in Latin in 
the earlier days and afterwards in English. It would 
be useful if Mr. James would expand and print an 
example of each. The licensees are described as 
Professor or peritus in their art. Did these terms carry 
the same distinction as the S.T.P. and the D.D., or were 
they merely conventional? 


SOCIAL HYGIENE 


The Empire Social Hygiene Year-Book* has estab- 
lished itself as a useful work of reference and 
compendium of current facts. The new issue contains 
additional statistical tables regarding the incidence and 
treatment of venereal diseases, an account of community 
provision for cripples and the blind, and the public 
health and educational statistics for the counties and 
county boroughs of Northern Ireland, in addition to 
those for Great Britain which have appeared in former 
years. In a series of short articles the subjects of 
housing, maternity and child welfare, illegitimacy, pros- 
titution, juvenile delinquency, and mental defect are 
studied. The chapter on marriage law needs revision 
in view of the passing of the new Act. Many compact 


' Janus, 40, 97. 
* Prepared by the British Social Hygiene Council. London: 
George Allen and Unwin, Ltd. (ISs.) 
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tables are given to show the exact position with regard 
to venereal diseases in the community. Each of the 
armed forces shows a gratifying fall in the incidence 
of hospital admissions—an almost continuous reduc- 
tion since 1921. The case ratio is highest in the Navy, 
but even there it is not much more than half of what 
it was fifteen years ago, and the Army and Air Force 
show still more striking reductions. In the Navy the 
incidence of venereal disease is highest in the China 
station, followed closely by the African and the 
American and West Indian stations. In the Army the 
incidence is greatest in the Jamaica command, where 
in 1935 the admissions to hospital for gonorrhoea per 
1,000 of strength were 134.4. The bulk of the Year-Book 
consists of information with regard to each of the 
counties and county boroughs concerning health, social 
and educational services, and information of the same 
kind has been compiled for each of the Provinces in the 
Dominions, the Presidencies and Provinces of India, and 
the various Colonies and Dependencies. 


REGIONAL ILEITIS 


In 1932 Crohn of New York first drew attention to a 
characteristic condition of chronic inflammation in the 
intestine which had until then been only. imperfectly 
recognized. Since the publication of Crohn’s paper 
numerous reports have appeared on this subject, par- 
ticularly in America and more recently in this country. 
Sir Arthur Hurst' has recorded further cases, and with 
Drs. Colbeck and Lintott reviews the whole subject of 
regional ileitis or Crohn’s disease. The condition is one 
which has almost certainly in the past been mistaken 
for ileo-caecal tuberculosis. The pathological changes 
are, however, those of a hyperplastic inflammation, 
resembling macroscopically a neoplastic condition, but 
histologically similar to those of tuberculosis. The in- 
flammation appears usually in the last eight inches of 
the ileum, and is associated with marked fibrosis, 
adhesions, and, in some cases, fistula formation ; the 
bowel becomes rigid and narrowed and the clinical 
picture of intestinal obstruction usually develops. 
Crohn’s disease is a non-specific granuloma of the in- 
testine whose aetiology is at present unknown; as 
Hurst points out, it is by no means a rarity. Crohn 
originally described four main clinical pictures: (1) that 
of an acute intra-abdominal disease, similar to appen- 
dicitis ; (2) that of ulcerative colitis ; (3) that of chronic 
intestinal obstruction ; and (4) that of persistent fistula 
in the right iliac fossa. The most important clinical 
finding is a mass in the right iliac fossa, to which may 
be added the signs of a fistula, diarrhoea, and the scar 
of a previous appendicectomy. The latter finding arises 
from the great difficulties which may exist in differen- 
tiating this condition from recurrent attacks of appen- 
dicitis, so that a large number of cases have an 
appendicectomy performed. The diagnosis of regional 
ileitis can usually be confirmed by the characteristic 
filling defects and narrowing of the terminal ileum, 
often with great distension of the intestine above the 


Guy's Hosp. Rep., 1937, 87, 175. 
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lesion, found on x-ray examination. The importance of 
the recognition of Crohn’s disease lies in the successful 
results of surgical treatment. As Hurst states, the only 
satisfactory treatment is operative. In most cases re- 
section of the affected area of gut is possible, and tf 
this can be done the end-result is excellent ; where re- 
seciion is impossible, owing to the presence of adhesions 
or fistula, a short-circuiting operation may still give 
highly successful results. Hodgson,’ for instance, 
recently reported a patient for whom a lateral anasto- 
mosis was performed without resection seven years 
previously with good subsequent recovery, and in one 
of the cases described by Hurst recovery followed a 
short-circuiting operation. In a discussion* at the 
Medical Society of London last year A. D. Wright, 
however, who had at that time seen eight cases, pointed 
out that regional ileitis had a high mortality, and em- 
phasized the great loss of weight which may follow 
the obstruction and inflammation. It is to be hoped, 
however, that as the condition becomes better recog- 
nized earlier surgical treatment may lower very greatly 
this mortality, and that the clinical features will become 
sufficiently known so that radiological assistance will 
be called in if suspicion of Crohn's disease is aroused. 


ADHERENCE OF TUBERCULIN TO SYRINGES 


Professor E. R. Long and Miss F. B. Seibert have added 
one more observation to their valuable work on tuber- 
culosis, for, with Dr. Nielson, they’ have again pointed 
out the fallacies besetting the use of the same syringe 
for injection of tuberculin and Schick or Dick test 
toxins. These authors refer to the uncanny adherence 
to glass of tuberculin and to the danger of * infinitesimal 
amounts of tuberculin” distorting the results of Schick 
and other tests done later, since the “ positive Schick 
tests” may be in reality tuberculin reactions. In one 
group of thirty-three children tested the syringe used for 
the Schick test was washed and autoclaved after it had 
been used for tuberculin; yet four children gave a 
“ positive Schick test” when this syringe was employed, 
while the same Schick toxin from a previously unused 
syringe gave no reaction. In seven other children the 
“ tuberculin ” syringe was associated with a 50 per cent. 
larger reaction than the new syringe—in other words, 
the results in eleven children in a group of thirty-three 
were vitiated because of the employment of an old 
tuberculin syringe. These writers also record that the 
Schick test in a young physician had become “ Schick- 
positive "—though he was in reality Schick-negative— 
because a tuberculin syringe had been employed. As 
Professor Long and his colleagues state, these difficulties 
were poinied out previously, in 1935, by H. J. Parish 
and R. A. O’Brien,‘ who themselves, after making the 
discovery of the extraordinary adherence of tuberculin, 
found that K. Zeiler’ in 1911 had noticed the same 
danger. The important problem is: How can the general 

* Lancet, 1937, 1, 926. 

? Trans. med. Soc. Lond., 1936, 59, 87. 

* J. Amer. med. Ass., 1937, 108, 2179. 


* British Medical Journal, 1935, 1, 1018. 
5 Disch. med. Wschr., 1911, 3'7, 2075. 


practitioner make sure that his syringes are “ uncon- 
taminated ” with tuberculin? The American writers say 
that immersion for twelve hours in sulphuric acid 
bichromate or boiling for ten minutes in soapy solution 
* seemed to have got rid of ” the tuberculin, and Parish 
and O’Brien were unable to find a simple, reliable 
method of cleaning syringes and glassware. Both groups 
of workers indicate that it is safer to keep permanently 
separate syringes for different dilutions of tuberculin, 
or to employ previously unused syringes wherever there 
is a possibility of confusion between tests. It is obvious 
that the general practitioner must remain in a dilemma 
until the experts carry the problem further, and that a 
number of the reported conversions of Dick or Schick- 
negative reactors to positive may have been due to the 
employment of syringes not beyond suspicion The 
fallacy may also be responsible for the view that has 
been expressed that children in tuberculosis sanatoria 
are more difficult to immunize against diphtheria than 
others. The “ positive Schick test” obtained after 
immunization may have been a positive tuberculin 
reaction due to the presence of traces of tuberculin 
in the hospital syringe. It is not improbable, also, 
that some of the unusual reactions mentioned from time 
to time after the injection of vaccines, diphtheria pro- 
phylactic, or hypodermic solutions, or the abnormal 
larger reaction from the injection of “ Schick-control,” 
may be the result of syringes “contaminated” with 
tuberculin: it is not generally realized that an apparently 
healthy person may give a vivid tuberculin reaction 
to a minute dose of tuberculin—for example, 0.1 c.cm. 
of a dilution of I in 50,000 or even | in 100,000. It 
may be wondered whether the method of sterilizing 
with weak soda, washing, and dry-heating described by 
J. L. Law and C. W. Cory*® in the valuable number of 
tests carried out by them was sufficient to clear the 
previously used syringe of even these minute traces of 
tuberculin. These problems must finally be solved by 
the combined efforts of laboratory worker and 
clinician. 


THE MEDICAL REGISTER: UNTRACEABLE 
PRACTITIONERS 


We publish in the Supplement this week, at the request 
of the General Medical Council, a list of the names 
of those medical practitioners who have not replied 
to the Council’s inquiries as to the accuracy of their 
postal addresses. Any practitioner, wherever resident, 
whose name is included in this list should communicate 
at once with the Registrar of the General Medical 
Council, 44, Hallam Street, Portland Place, W.1, or, if 
originally registered in Scotland, with the Registrar of 
the Scottish Branch Council, 44, Queen Street, 
Edinburgh, 2. 


Sir StClair Thomson will give the annual address at 
the Central London Throat, Nose and Ear Hospital on 
Friday, October 8, at 4 p.m. His subject is “ Subglottic 
Intrinsic Cancer of the Larynx.” 


* Amer. J. infect, Dis. Child., May, 1937, p. 1220 
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ANAESTHESIA IN GENERAL PRACTICE . 


This is one of a series of articles, contributed by invitation 


SPINAL ANAESTHESIA 


BY 


H. K. ASHWORTH, D.A., M.B., M.R.C.S. 


Indications and C ontraindications— 


With the qualification that few absolutely rigid rules can 
be made about the indications for any particular type of 
anaesthetic, those for spinal anaesthesia fall into four 
main groups: 

Group 1.—Cases in which inhalational anaesthesia usually 
aggravates existing systemic disease—for example, in patients 
sufiering from diabetes, phthisis, bronchitis, renal disease, 
hy perpiesis, congestive cardiac lesions, or obstructive jaundice. 

Group 2.—Cases in which the performance of the operation 
is greatly facilitated by the unrivalled muscular relaxation 
provided by spinal anaesthesia-—for example, in intestinal 
obstruction, lumbar sympathectomy, or abdominal operations 
in obese subjects. Also in this group may be mentioned 
anaesthesia for evacuation of the uterus for inevitable abor- 
tion and for Caesarean section. Spinal anaesthesia produces 
excellent uterine contractions, thus diminishing haemorrhage, 
and also ensures that the infant, when born, is not anaes- 
thetized. 

Group 3—Cases in which the existing lesion gives rise to 
severe general toxaemia, and in which good muscular relaxa- 
tion is essential for adequate surgical treatment without the 
added toxin of ether or chloroform-——for example, in acute 
appendicitis with general peritonitis, and in cases of per- 
forated gastric or duodenal ulcer. 

Group 4.—The exigencies of practice—for example, the 
single-handed emergency. Spinal anaesthesia makes it pos- 
sible for the single-handed practitioner to undertake manipu- 
lations or other required treatment for dislocations or fractures 
of the leg. It is also indicated for obstetrical emergencies. 
Tropical climatic conditions and dread of unconsciousness are 
two obvious indications for the use of spinal anaesthesia. 


The idea still unfortunately persists that the poorer the 
general condition of a patient the more is spinal anaes- 
thesia to be preferred to inhalational anaesthesia. Spinal 
anaesthesia is almost always the sure means of killing the 
moribund. It should be a rule of sound practice that if 
the general condition of the patient cannot be improved 
by rest, warmth, intravenous saline injections, ephedrine, 
etc., until the systolic blood pressure has been raised to 
at least 90 mm. and any pre-existing dehydration remedied, 
then ‘spinal anaesthesia should not be employed. 

Other contraindications are mental instability, organic 
disease of the central nervous system, a septic lesion in 
the lumbar region, deformity of the spine, pyaemia, and 
certain forms of severe cardiovascular disease, profound 
anaemia, low blood pressure, or severe myocardial defi- 
ciency. Children do not well tolerate spinal anaesthesia, 
and unless there is an overwhelming indication this 
method is not to be recommended for patients under the 
age of at least 16 years. 


Premedication 


Spinal anaesthesia should never be used unless the 
mental tranquillity of the patient is assured. Patients 
between the ages of 16 and 60 should be given a sub- 
cutaneous injection of omnopon 1/3 grain and scopo- 
lamine 1/150 grain forty-five minutes before the time of 


operation. The dose of omnopon and scopolamine should 
be halved for patients over the age of 60. At the same 
time, except in cases of hyperpiesis, ephedrine 3/4 grain 
should be given by subcutaneous injection in order to 
combat the fall in blood pressure which often accom- 
panies spinal anaesthesia. Ephedrine is quite useless if, 
as popularly but erroneously employed, it is injected 
immediately before the administration of a spinal anaes- 
thetic. It is a slow-acting drug, and the vasoconstrictors 
are paralysed long before the ephedrine is absorbed from 
the subcutaneous tissues. 

Half an hour before operation the eyes and ears of the 
patient should be comfortably but effectively bandaged, 
and he or she should be left in complete quiet. This pre- 
medication is usually sufficient for the phlegmatic type 
of patient. More highly strung or excitable patienis 
should be given light inhalational anaesthesia during the 
operation. 


Technique 


Ampoules of anaesthetic solution, files, needles, and 
syringes (employed solely for spinal and local anaesthesia) 
should be sterilized by prolonged soaking in spirit, and 
should be transferred to a bowl of sterile water at body 
temperature when required. It is important that no trace 
of alkali should come into contact with the outfit at any 
stage of the proceedings, because the slightest trace is 
sufficient to precipitate and render ineffective both percaine 
and stovaine. Fine-bore needles with a narrow bevelled 
point and fitted stylet should be used. These may be 
obtained to fit Record syringes, and either this type or 
that with a simple bayonet catch of the Labat pattern 
is preferable to those to which the syringe has to be 
screwed. Rigid aseptic precautions must be observed both 
in the sterilization of the administrator’s hands and the 
patient's back, and the administrator should always wear 
a sterile gown and gloves. 

Intrathecal puncture for spinal anaesthesia should always 
be performed in the second-third or third-fourth lumbar 
interspace, and never at any higher level. After the 
selected interspace has been palpated a skin wheal should 
be raised in the midline by the intradermal injection ot 
a few drops of | or 2 per cent. novocain solution, and the 
skin and subcutaneous tissues pierced by a De Caux 
primary puncture needle passed to a depth of about three- 
quarters of an inch and immediately withdrawn. The 
spinal needle is then passed through the track thus made 
and pushed on until the point is felt to have pierced the 
dura mater. The stylet is then withdrawn, and clear 
cerebrospinal fluid should drip from the needle. If by 
reason of difficulty in performing intrathecal puncture the 
cerebrospinal fluid is blood-stained no attempt should be 
made to inject the anaesthetic solution until the drops 
become clear. 

Barker's solution of stovaine (specific gravity 1025) or 
the | in 200 solution of percaine (specific gravity 1026) are 
both considerably heavier than the cerebrospinal fluid 
(specific gravity 1004 to 1010), and either of these solutions 
may be used with the same technique of administration. 
The chief differences between the two solutions are that 
the | in 200 solution of percaine takes slightly longer to 
produce anaesthesia, is given in a slightly larger dosage, 
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and the resulting anaesthesia lasts much longer. Upper 
abdominal anaesthesia with stovaine rarely lasts more 
dhan forty to fifty minutes, whereas heavy percaine is 
effective for twice as long. Either solution can therefore 
be employed, the choice depending upon the probable 
duration of operation and the desirability or otherwise 
of a speedy recovery from the effects of the anaesthetic. 
Height of anaesthesia with these two solutions is obtained 
by the process of gravitational diffusion, which consists of 
tilting the patient so that the nerve roots that supply the 
upper limit of the required anaesthesia are, as far as 
possible, made the most dependent part of the spine, then 
injecting the solution and leaving gravity to do the rest. 


Position of Patient During Administration 


For subumbilical surgery anaesthesia should extend as 
high as the eighth dorsal nerve roots, and for full abdo- 
minal anaesthesia as high as the fifth dorsal. The patient 
is placed on the table with the side on which the opera- 
tion is to be performed downwards, unless the operation 
is bilateral, in which case it is immaterial on which side 
the patient lies. For full abdominal anaesthesia the table 
is tilted into eight degrees of Trendelenburg position, and 
for subumbilical anaesthesia into five degrees. At the same 
time the head and neck (but not the shoulders) of the 
patient are raised, either by lifting the headpiece of the 
operating table or else by a suitable arrangement of pillows. 
This is done in order to prevent the solution from gravita- 
ting to a height at which it would anaesthetize the anterior 
roots of the phrenic nerves (third, fourth, and fifth 
cervical), thus causing paralysis of the diaphragm and 
almost instantaneous death. A dose of 1.6 c.cm. of 
stovaine or 2 c.cm. of heavy percaine is usually adequate 
to obtain full abdominal anaesthesia. 

For operations on the leg 1.2 c.cm. of stovaine or 
1.5 c.cm. of heavy percaine should be injected, but the 
table need not be tilted from the horizontal, although 
similar precautions should be observed for protecting the 
phrenic nerves by raising the head. “ Saddle-area ” anaes- 
thesia is obtained by injecting | c.cm. of stovaine or 
1.3 c.cm. of heavy percaine with the patient kept sitting 
upright for three minutes before lying down on a flat 
table with one pillow under the head. This gives a 
localized but effective anaesthesia useful for the following 
procedures: (1) obstetrical manceuvres, including forceps 
delivery ; (2) vaginal and perineal operations ; (3) haemor- 
rhoidectomy ; (4) operation for fistula in ano, ischio- 
rectal abscess, etc. When stovaine or heavy percaine have 
been used the Trendelenburg position cannot safely be 
adopted until at least fifteen minutes have elapsed for fear 
of upward spread of the solution towards the phrenic 
nerve roots. 


The Use of Light Percaine 


For operations necessitating the rapid adoption of the 
Trendelenburg position, or performed in the lateral posture, 
as, for example, in thoracic or renal operations and for 
“ guiet ” (but not for urgent) upper abdominal surgery of 
prolonged duration, the original 1 in 1,500 solution of 
light percaine (specific gravity 100345) in 0.5 per cent. 
saline is still pre-eminent. The use of this solution neces- 
sitates an entirely different technique, which was originally 
described by the late Howard-Jones. The cardinal feature 
of this procedure is that a slight degree of Trendelenburg 
position is essential immediately following the administra- 
tion of the anaesthetic and for three hours subsequently. 

The dose should be varied according to the size and 
bulk of the patient within the limits tabulated: 
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Males Females 


For subumbilical surgery 11-13 ¢.cm. 10-12 c.cm. 
For full abdominal anaesthesia, renal or 


thoracic surgery 13.5-16 c.cm. 12.5-15 


A 20-c.cm. syringe is charged with 2 c.cm. of the solution 
and the plunger pulled up and down in order to rinse the 
syringe with the solution. The 2 c.cm. is then ejected and 
the syringe filled with the requisite dose of percaine. The 
patient is placed in the lateral flexed posture on a hori- 
zonta! table without a pillow and with the side on which 
the operation is to be performed uppermost. Intrathecal 
puncture is performed as previously described and the 
requisite dose of light percaine evenly and gently in- 
jected, the actual injection occupying twenty-five to thirty- 
five seconds. After the needle has been withdrawn the 
table is slightly tilted until the head of the patient is just 
dependent. The patient is then gently turned over to 
assume the ventral decubitus for six to ten minutes in 
order that the light percaine solution may soak the 
posterior nerve roots. After six to ten minutes the patient 
is turned on to his back and the operation may be started 
immediately. If the operation is one which necessitates 
the lateral posture no alteration (other than slight tilting 
of the table) is made in the position of the patient after 
the injection of the light percaine, and the operation may 
be begun after six to ten minutes have elapsed for the 
development of anaesthesia. 

During operations performed under light percaine anaes- 
thesia the patient may be immediately placed in any 
degree of Trendelenburg position surgically desirable. As 
previously mentioned, a slight degree of Trendelenburg 
position must be maintained for three hours following 
administration, which necessitates the raising of the foot 
of the patient's bed on blocks irrespective of the surgical 
desirability of this procedure. For this reason light per- 
caine is not the anaesthetic of choice for emergency 
abdominal surgery in the presence of peritonitis, ascites, 
etc. Light percaine produces anaesthesia in the upper 
abdomen lasting for a minimum of one and a half and 
usually for two to two and a half hours. 


Management of the Patient 


The first important point is to ascertain that the spinal 
anaesthetic is working well. No attempt should be made 
to test the efficiency of the anaesthetic upon any site 
which is not expected to be fully anaesthetized, or before 
sufficient time has passed after injection for anaesthesia 
to develop. If a patient is once hurt his confidence is 
destroyed and is seldom completely restored. In testing 
anaesthesia a sharp-pointed towel-clip is the most satis- 
factory instrument to employ. The patient should never 
be asked if he can feel anything or be allowed to see 
any test being performed, but the anaesthetist must watch 
the patient's face carefuly. Imperfect anaesthesia will be 
demonstrated by a contraction of the mouth. The patient 
should be asked to raise the legs, and also to take a deep 
breath, then give a cough, while the anaesthetist watches 
the abdomen. Bulging of the abdomen when the patient 
coughs indicates that the anaesthetic has produced relaxa- 
tion of the abdominal muscles. The patient’s arms should 
be placed by the side and comfortably but firmly fixed 
by a sheet or other suitable device to the table. The 
hands should never be placed under the buttocks during 
operations under spinal anaesthesia. 
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Whether supplementary light inhalational anaesthesia 
should be given should be decided on the merits of each 
particular case. Generally it is necessary. during upper 
abdominal surgery ; otherwise traction on the upper abdo- 
minal viscera or manipulations in the region of the 
diaphragm cause discomfort, nausea, or vomiting, and a 
censequent reflex fall in blood pressure. Gas and oxygen 
is ideal, but if this is not available a satisfactory light and 
harmless anaesthesia of the midwifery type may be ob- 
tained by the use of a few drops of chloroform and ether 
mixture on an open mask. Inhalational anaesthesia is 
rarely necessary for procedures other than upper abdo- 
minal surgery, except in the case of nervous patients upon 
whom the preliminary dose of omnopon and scopolamine 
has not produced its usual tranquillizing effect. 

It is the duty of the anaesthetist to protect the patient 
from being treated to any undesirable dissertation on 
the state of his or her inside by a forgetful surgeon. 
Omnopon and scopolamine alone often confer complete 
amnesia, but it is generally in the wrong case that it fails 
to do so. If consultations are desirable among those 
present as to further procedure after the lesion has been 
exposed, it is usually expedient to administer light inhala- 
tional anaesthesia. Similarly, the anaesthetist should 
ensure that the unanaesthetized chest of the patient is not 
used as a repository for temporarily unwanted instruments. 


Management of the Common Comp ’ication; 


A fall in the blood pressure is a normal physiological 
accompaniment of all high spinal anaesthesia, and only 
calls for restorative measures when profound in degree. 
In the latter cases the Trendelenburg position should be 
adopted and the patient should inhale sal volatile. Drug 
treatment consists in the subcutaneous injection of 
pituitrin | c.cm., or, in really alarming cases, in the 
intravenous injection of 2 or 3 minims of an ampoule 
of | in 1,000 solution of adrenaline. In this connexion the 
use of a bridge on the operating table almost invariably 
causes an undue fall in the blood pressure of a patient 
under spinal anaesthesia. The anaesthetist should politely 
but firmly deprecate the use of a bridge for operations 
on the biliary passages unless it is absolutely essential. 
In the majority of cases the perfect muscular relaxation 
and comparative stillness of the abdominal contents pro- 
duced by spinal anaesthesia appear to compensate the 
surgeon for the loss of one of his “ aids.” This does not 
apply to operations on the kidney performed in_ the 
lateral posture. In these the use of the bridge has not 
usually the same obstructive effect on the venous 
circulation. 

Unless there is any surgical contraindication—for 
example, pelvic peritonitis—and despite any surgical con- 
traindication if the general condition is poor, the foot 
of the bed should always be raised on blocks for at 
least three hours after the administration of a_ spinal 
anaesthetic, irrespective of the drug used. Subsequently 
one pillow should be added beneath the head every hour 
until the patient has been raised to the degree desirable 
for nursing. In cases of peritonitis, etc., in which the 
general condition is fair or good, and in which any drug 
except light percaine has been used, the blocks should be 
omitted. The patient should be flat with a small pillow 
under the head for three hours, and should then be 
gradually raised in the manner described. 


A French society for the study of cardiology has 
recently been organized by Dr. Laubry and other heart 
specialists in co-operation with the editorial board of the 
Archives des Maladies du Coeur, 
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INTERNATIONAL HYGIENE 
[FROM A CORRESPONDENT AT GENEVA] © 


The fires of oratory at the present Assembly of the League 
do not burn brightly. Whether it is due to the world 
situation or to the overwhelming effect of the new palace 
at Ariana Park—rather like an oriental dream—the tribune 
is unoccupied. Appeals by the president of the Assembly 
(the Aga Khan) for orators to inscribe their names go 
unregarded. A single speech, and a morning session ts at 
an end. The commissions also fail to arouse debating 
enthusiasm. A discussion on the status of women lapsed 
within an hour. Even the League’s budget goes through 
almost in silence. The only occasion on which there has 
been any competition in oratory, the debate extending 
over two sessions, was when the report of the Health 
Organization came forward for review, and this subject 
aroused no controversy, only a desire on the part of every 
delegate to show how progressive was his own country in 
health matters. 


A New Covenant and a New Habitation? 


As health seems to be the one subject on which all 
nations are agreed it might be a wise expedient to divorce 
the Health Section and perhaps the sections dealing with 
social questions and the drug traffic from the unstable 
and weakening political framework of the League, and 
construct for them a new Covenant and give them a new 
habitation. Such a non-political League would command 
the adhesion of all nations, including those at present 
outside the membership—namely, the United States, 
Germany, and Japan—as well as indifferent members such 
as Italy. As there is great sensitiveness with regard to 
localities the centre of such a League ought not to be at 
Geneva ; perhaps it might be located in a country like 
Palestine, at the junction of three continents, or in Egypt, 
the youngest member of the present League, whose 
delegate, Dr. El Wakil, professor of the Faculty of 
Medicine at Cairo, declared in the course of the debate 
that the science of medicine, both preventive and curative, 
was born and systematized in the land of the Pharaohs, 
and for centuries practised and taught there before it was 
practised and taught anywhere else. 

In the debate on health questions the Chinese delegate 
described how the authorities in his country, with the aid 
of the League, were stamping out epidemics of cholera in 
the Shanghai and Canton areas. The Finnish delegate 
spoke at length of the way in which Government authori- 
ties and voluntary bodies in Finland were coping with 
the problem of tuberculosis, and he urged the Health 
Organization to set up a special committee to deal with 
that subject. The League, he said, had concentrated rather 
upon tropical diseases, and had not done much work on 
diseases which by reason of their incidence, their chronic 
nature, and their social consequences commanded public 
attention in Europe. The Indian delegate mentioned some 
recent achievements in his country in the sphere of public 
health, including the establishment of a committee for the 
standardization of therapeutic substances and the inaugura- 
tion of new anti-malarial measures. The Central and 
South American delegates all acclaimed the projected con- 
ference on rural hygiene which is to be held in Mexico 
City in December, 1938, and for which fourteen American 
countries, including Canada and the United States, have 
already accepted invitations. 


Hygiene in the Far East 


The report of the conference of Far Eastern countries 
on rural hygiene, held at Bandoeng, Java, in August, was 
placed before the Assembly. Its president was Dr. J. 
Offringa, director of the Netherlands Indian Public 
Medical Service, and its secretary Dr. L. Rajchman, 
director of the League Health Section, and fourteen 
countries were represented, whose populations aggregated to 
more than half the total population of the world. One of 
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the subjects discussed was the collection of accurate vital 
Statistics. Many countries in the East have not yet 
brought together the statistical data to afford accurate 
information on mortality and morbidity, yet the develop- 
ment of a sound public health programme must necessarily 
rest on the basis of exact information. Discussions took 
place on the importance of the decentralization of health 
and medical services. It was felt that the greatest benefit 
to the health of rural populations, at the smallest cost, 
could be obtained through some decentralizing process, 
but emphasis was also laid on the importance of proper 
control from the central authority and the adequate pro- 
tection of the personnel as to their tenure of office. 

The significance of malaria in Eastern countries was 
stressed by the conference. An appalling mortality is at 
the present time caused by malaria in many countries of 
the East. It was stated that a great majority of the 
victims could be saved, apart from epidemic outbreaks, if 
it were possible to supply them with a few doses of quinine 
in time. Furthermore, this treatment would in many cases 
suffice to enable the patients to resume their normal life 
and work, so that the economic havoc caused by the 
disease would be materially lessened. It was the general 
opinion that the Governments should take the responsi- 
bility of supplying treatment to the malarious sick, and of 
giving such treatment not only in times of epidemics but 
also under ordinary conditions. Totaquina and cinchona 
febrifuge were declared to be satisfactory for this purpose 
of saving life and reducing distress, and, furthermore, had 
the advantage of being cheaper than quinine. 

Other health measures advocated by the conference con- 
cerned tuberculosis, pneumonia, leprosy, and plague. The 
importance of carrying out preliminary surveys and sample 
tuberculin tests was recognized, but the financial limita- 
tions of Eastern countries make it important that an anti- 
tuberculosis programme should be simple and adapted to 
local conditions. The problem of pneumonia remains a 
serious one in the East, and only recently has very much 
attention been paid to it. It was suggested that a plan 
of campaign should be entrusted to a body of experts 
familiar with tropical conditions. With regard to leprosy, 
the conference felt that while many lacunae existed in the 
knowledge of this disease, methods found applicable in its 
control in many countries should be used wherever possible. 
On plague the conference referred to the Advisory Council 
of the League of Nations Eastern Bureau two proposals: 
one concerning the control of land and rail traffic so as to 
prevent the spread of infection, and the other an exchange 
between Governments of information and the best designs 
for rat-proofing rural houses and cottages. On the more 
general question of training it was pointed out that, the 
lack of properly trained people is retarding development 
in all directions. There must “be no compromise in the 
training of the qualified men and women in medicine, and 
every country should maintain the highest. standards 
commensurate with its resources and level of general 


education.” 
The Health Budget 


The budget of the International Health Organization 
for 1938 provides for an expenditure of one million Swiss 
francs (about £48,000), of which 50,000 francs are to be 
spent on international biological standardization and 
30,000 on liaison between the various national health 
services, collective and individual missions, and special 
technical studies. Hitherto the vote for the International 
Health Organization has included a grant of 300,000 francs 
from the Rockefeller Foundation ; this is no longer forth- 
coming, but the League funds have made up the difference, 
and the estimate for 1938 is virtually the same as the 
expenditure for 1937. 


A new journal on circulatory disorders, the Archives of 
Research on the Circulation, has been published by 
Theodor Steinkopff of Dresden, and is edited by Professor 
Dr. Eb. Koch (Bad Nauheim) and Professor Dr. Ed. 
Stadler (Plauen-i-V). 


INTERNATIONAL HYGIENE 
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CONGRESS OF MASSAGE AND MEDICAL 
GYMNASTICS 


While the number of attendances at the 1937 annual 
congress of the Chartered Society of Massage and Medical 
Gymnastics approximated those of previous years, there 
was a noticeable increase of attention paid to the most 
modern methods and doctrines, as well as a greater 
diversity of subjects for discussion. Lantern and cinemato- 
graph lectures were a prominent feature of the meetings 
at the London School of Economics from September 20 
to 24 inclusive. Practical demonstrations on new sus- 
pension exercises for the head and trunk, the Goldthwait 
postural exercises, crawling exercises, and the application 
of hot mud packs to various parts of the body proved 
very popular, while in the brief afternoon intervals mem- 
bers visited with great interest the British Red Cross 
Society's clinic for rheumatism, the rheumatic clinic on 
Clapham Common of the L.G.0.C. Employees’ Friendly 
Society, St. Vincent's Orthopaedic Hospital at Pinner, 
the physiotherapeutic departntent at St. Thomas’s Hos- 
pital, and Queen Mary's Hospital for Children at Car- 
shalton. The lectures ranged from the most technical 
topics to such subjects of more general interest as the 
development of the movement to improve the fitness of 
the nation. Sir Kaye Le Fleming, who presided at this 
one, stressed the importance of providing wise and skilled 
guidance for the intensifying campaign, and his warnings 
were reiterated in the discussion which followed the lecture 
on this subject by Miss E. R. Clarke. Mrs. Guthrie Smith 
suggested that steps ought to be taken to ensure that all 
voluntary trainees were medically graded and carefully 
supervised according to their physical condition if harm 
rather than good was not to ensue, 


Too Narrow a Title 


The enlarging scope of the Chartered Society was 
instanced again by a debate which followed the annual 
meeting, in the course of which it was pointed out clearly 
that the activities of members included various modern 
forms of physiotherapeutic assistance under the super- 
vision of medica! practitioners, and that such electrical 
and other work was not indicated by the present rather 
misleading title by which the society was at present known. 
Great difficulty was experienced, however, in deciding on 
a title which would be adequate as well as reasonably 
brief, so widely has the Chartered Society expanded 
since its start as an examining board in 1894, and its 
inauguration as an incorporated society six years later. 
Two of the original founders were present at the annual 
dinner and one at the special Founders’ Lecture, with 
which Mr. H. A. T. Fairbank on the last evening brought 
an outstandingly successful and scientific congress to a 
triumphant close. As one illustration of its modern 
outlook may be cited the brilliant lantern and cinemato- 
graphic demonstration by Mr. E. R. Desoutter on the 
triumphs now achieved in the manufacture of artificial 
limbs. The scientific proceedings of the congress will be 
published this autumn in a special issue (price 2s. 6d.) 
of the society’s Journal. The subjects discussed include 
the treatment of scoliosis, intracapsular fractures, chronic 
backache, and rheumatism; indications for short-wave 
therapy ; orthopaedic operations under spinal anaesthesia, 
psychological factors in physical disease ; the surgery of 
the sympathetic nervous system ; and faradism and pelvic 
floor exercises for urinary incontinence. Many medical 
practitioners attended these demonstrations as guests of 
the Chartered Society. 


The Annual Dinner 


Proposing the toast of the Society at the annual 
dinner, held on September 22 at the Café Royal, Mr. 
H. A. T. Fairbank traced the growth of the organization 
to its present membership of over 11,000, and empha- 
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sized its insistence on the highest possible ethical and 
professional standard. He pleaded for still more research, 
particularly in electrical and cognate methods of thera- 
peutics, and commented on the value of the Society's 
strict loyalty to and co-operation with the medical pro- 
fession. Miss Pratt added that a research scholarship 
dealing with the physiology of the body was about to 
be instituted, while Miss Wicksteed, proposing the health 
of the guests, commented on the increasing ability of 
the medical profession to give detailed and _ scientific 
instruction as regards physical treatment. Sir William 
Willcox mentioned the co-operation of the society with 
the British Medical Association in the compilation of the 
National Register of Medical Auxiliaries. Dr. F. A. 
Roper added that the members of the Society were its 
most effective missionaries, and that their work boded well 
for still greater success and usefulness in the future. 
The pioneer work and untiring devotion to the Society 
of its chairman of council, Dr. J. B. Mennell, were 
enthusiastically acknowledged by Dr. W. J. O Donovan. 


Nova et Vetera 


A LETTER BY EDWARD JENNER 


The following letter, in the handwriting of Edward Jenner, 
not previously published, has been found in an old scrap 
book belonging to Frank Buckland. The lady to whom 
it was addressed was the second wife of our corre- 
spondent’s grandfather, Mr. B. Morland (born 1788, died 
1833). who practised as a solicitor at Abingdon. Jenner 
wrote this letter six years after the introduction of vaccina- 
tion in 1798, and it is of interest as it shows how widely 
vaccination had been adopted at that time, and also 
because of the care that he took to prevent error and 
talse alarms. 


Berkeley Glore 
March 4th, 1804. 
Madam, 


Having some time since heard that a report was 
current in Town that a child of a Mr. Grant at Portsmouth 
had received the smallpox after it had been inoculated by me 
for the cowpox, I requested a friend in Town (Mr. King, 
Surgeon in New St.. Hanover Square) to make an inquiry 
into the business. Mr. King immediately wrote to Mr. Grant, 
who explained the matter in a very candid and satisfactory 
manner. It turned out to be nothing more than one of those 
rashes which an irritable skin is very apt to push out on the 
application of acrid substances, particularly the animal 
poisons. Seeing that such cases must necessarily occur I did 
not omit to guard the World against false alarms in my 
earliest publications on the vaccine subject: but unfortun- 
ately without a reference to these or anything of the kind; 
without a knowledge of the Vaccine Disease, or the smallpox ; 
entirely ignorant too of the laws of the animal economy, 
prejudiced persons, like Mr. Seaton, dash into the subject, 
reason and decide at once. One would suppose from reading 
this gentleman's letter that vaccination was a project of a 
month old. Could anvone imagine that at the time Mr. S. 
penned it millions of persons having been inoculated for the 
cowpox, had been exposed to the infection of the smallpox 
without feeling any ill consequence? Had the child of Mr. 
Grant been exposed to the effluvia of smallpox no ill conse- 
quence would have ensued. In a word, the experience of the 
world (for all civilised nations have now adopted vaccine 
inoculation) allows me to say that no one who has passed 
through the vaccine disease correctly, ever caught the smallpox 
after the most rigid exposure to it, even in its most active and 
malignant forms. 

I have the Honour to be Madam 
your very faithful 
humble servt. 


E. JENNER. 
P.S. If I recollect right I had an interview with Mr. Morland 


at Benson in my way from Town on the subject of the 
Inoculation of your Infant. 


THE MEDICAL SITUATION IN SHANGHAI 
EFFECTS OF AIR BOMBARDMENT 


The following letter, with enclosures, has been received 
at the Headquarters of the British Medical Association. 
c/o Public Health Department, S.M.C., 
Shanghai, August 30, 1937. 

The Secretary, 

British Medical Association, 

Tavistock Square, London. 

Sir, 
On the evening of Saturday, August 28, through the 
courtesy of the Central News Agency, the following 
radiogram was sent to you: 

“Shanghai British doctors handling Chinese casualties 
appealing B.M.A. use any political influence prevent inhuman 
carnage caused Chinese women, children, by Japanese 
bombing.” 

In confirmation of this message we are desirous of 
explaining briefly the conditions under which it was sent. 
The medical situation in Shanghai has been one of extreme 
difficulty throughout this emergency period, owing to 
occupation of a part of the International Settlement by 
Japanese forces, and the danger (subsequently made all 
too real) of hostilities in that area. Several hospitals, 
general and isolation, had to be evacuated. This thrust 
a severe enough burden on the few remaining hospitals 
of the International Settlement and French Concession 
dealing with sick and wounded Chinese civilians. To this 
was added the large number of injured in the accidental 
bombing of August 14 and 23, and it should be noted 
that such hospitals have had to act at once as first-aid 
Stations, casualty clearing stations, base hospitals, and, 
until yesterday, convalescent hospitals, there being no 
further place to which to evacuate their patients. 

The Lester Chinese Hospital, a 93-year-old British 
institution run entirely for Chinese civilians and stafled 
by British and Chinese doctors, nurses, and technical 
staff, is one of the most centrally situated, and has acted 
as one of the chief centres for casualty work. With its 
five operating theatres working often at full pressure and 
its wards crowded with extra beds, many patients having 
at times to be accommodated on the floor, it has pre- 
sented a very realistic picture of the results of modern 
warfare (declared or undeclared) around and over a 
densely populated city. On August 28 a number of 
Japanese planes were clearly visible hovering over the 
region of the Shanghai South Station, a district outside 
the Settlement but within the limits of the Chinese city 
area. 

It has been abundantly proved that not only were there 
no troops or troop movements anywhere near the place 
but control was entirely in the hands of a small number 
of police. The station and its precincts were, however, 
crowded with Chinese refugees awaiting trains to take them 
from this severely congested area. After full observation 
the deliberate multiple bombing of these defenceless people 
ensued, and a short time later the mangled remains started 
to pour into the hospitals. 

Standing in the courtyard of one of these hospitals 
seeing the lorries, ambulances, rickshaws, and private cars 
pouring in and depositing their loads of broken, maimed, 
and often dying people, or working in the out-patient and 
casualty departments or in the various operating theatres, 
the sight of women and children deliberately butchered 
by the bombers could not but force us to urge on our 
home people to rise and crush such utter inhumanity. 
Nearly 200 killed outright and over 400 wounded, mainly 
women and little children, such is the record of those few 
moments on Saturday last, and it is with the vision all 
too clear in our minds of an area strewn with the broken 
fragments of these women and children, of hospital 
courtyards and rooms red with seeping blood, of rows 
of the maimed hovering between life and death, of 
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parentiess children and childless mothers, that we send 
this appeal. If anything is needed to complete this 
picture it can be added in the sight of crowds of anxious 
relatives rushing from hospital to hospital, seeking their 
dear ones, and too often finding only their dead. 
I may add that in my official position—attached to the 
Shanghai Municipal Council's Health Department, where 
I have been engaged in organizing the medical inspection 
of refugee camps, over 100 in number, with a population 
of 70,000 refugees—I have personally experienced all this 
slaughter of non-combatants, many of the slighter cases 
of wounding having come back to refugee camps. I 
enclose a number of photographs which speak for them- 
selves. I also enclose leaders in two of our prominent 
English newspapers which present an accurate, critical 
résumé of the situation. 
I have the honour to be, 

Your obedient servant, 


R. C. ROBERTSON, 
M.C., M.D.Glasg., M.R.C.P.Ed., 
D.P.H.Ed., F.R.F.P. & S.Glasg. 
Head of Division of Pathological Sciences, 
Henry Lester Institute of Medical Re- 
search, temporarily attached to the Public 
Health Department, S.M.C. 
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IRELAND 
Decrease in Zymotic Diseases 


The report for 1935-6 of the Department of Local 
Government and Public Health, Irish Free State, records 
a slight rise in the general death rate ; increases are shown 
in the majority of classified causes of death, with 
whooping-cough and typhoid as exceptions. With regard 
to zymotic diseases the incidence of typhus fever was the 
lowest ever recorded in the Free State; only three cases 
occurred, while in the previous year there were seventeen. 
When it is recalled that exactly a hundred years ago, 
in 1847, the number of typhus cases in Dublin alone 
exceeded 40,000 and in the whole of Ireland reached more 
than a million, the present figures may be regarded as 
the happy result of a long struggle to improve insanitary 
conditions and to reduce overcrowding and poverty. 
During the last two years especially efforts have been made 
towards better housing conditions in typhus endemic areas, 
and arrangements for the provision of free milk and 
meat have been in force. The three cases, which occurred 
in counties Waterford and Cork, were sporadic, and in 
no way connected with one another. The report points 
out that the presence of lice on the bodies of ill-nourished 
children and adults is far from uncommon, even though 
personal cleanliness may be beyond question. Therefore 
it is imperative, in dealing with the problem of typhus 
fever, to take. adequate measures for the improvement 
of the nutrition of the poor. The number of cases of 
typhoid reported during the year was 420. This figure, 
though high, compares very favourably with the 590 of 
the previous year. Deaths from typhoid numbered sixty- 
fcur, the lowest ever recorded in the Free State. A table 
demonstrates the effect of improved sanitary conditions 
on the incidence of typhoid. In Cork county borough 
a rapid gravity filtration plant in connexion with the 
water supply was installed in 1928; in the same year 
the practice of systematic bacteriological examination of 
the water was instituted. For the three decennial periods 
from 1895 to 1924 the number of cases of typhoid was 
613, 503, and 460 respectively ; for the decade 1925 to 
1934, a period including several years subsequent to the 
installation of the new plant, the figure fell to seventy-six. 


IRELAND 
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The number of deaths decreased proportionately. It is 
stated that the city was entirely free from the disease in 
1930, and in each of the four cases, constituting the total 
incidence during the three following years, the source of 
infection was outside the city. In 1935, however, three 
cases were notified. Returning to the year under review 
the report states that no serious epidemic of typhoid 
occurred in the Free State, though there were a number of 
small local outbreaks. One of these occurred in a public 
institution within Limerick county borough. There were 
eighteen cases, including one each of paratyphoid A and 
B, and infection was traced to two carriers, who were 
isolated. A carrier was also responsible for seventeen 
cases in Dingle rural district. A small outbreak in a 
mental hospital in Galway proved to be due to ccn- 
tamination of a well. Although questions of domestic 
samitation, water supply, and milk supply play a large part 
in the control of typhoid, the report stresses the paramount 
importance of carriers. “Every outbreak of typhoid 
leaves its trail of carriers behind.” It is therefore essen- 
tial to concentrate on the provision of efficient machinery 
for the detection, treatment, and control of carriers in 
the area of every health officer. As in preceding years, a 
complete absence of small-pox is recorded. Efficient pro- 
tective measures have kept the Free State immune from 
this disease for more than a decade. The report points 
out, however, that in some districts the local sanitary 
authorities fail to enforce the Vaccination Acts. “ Once 
the barrier is broken and one case of small-pox occurs 
in this country the result may very well be disastrous in 
a population a large proportion of which is unvaccinated.” 
An interesting feature of the report consists of appendices 
detailing the application of proceeds of the sweepstakes. 


Tuberculosis in Belfast 


The annual report (1936) of the tuberculosis depart- 
ment of the city and county borough of Belfast states 
that the total number of patients observed or treated 
during the year was 7,445. A table dealing with the 
mode of infection shows that out of 1,109 new cases 
examined during the year 466, or 42 per cent., had been 
in contact with other tuberculous patients. Although the 
remaining 643 cases gave no history of contact, it may 
have taken place without their knowledge in a consider- 
able number of instances. This assumption was proved to 
be true by the extensive use of the purified protein deriva- 
tive (P.P.D.) test, 1,549 of these tests being made during 
the year. The intradermal method has been employed, 
with 0.1 c.cm. doses of varying strengths of P.P.D. (as 
issued in tablet form by Parke, Davis and Co.). The 
report stresses the value of this test in diagnosis, and its 
superiority over old tuberculin in its freedom from the 
undesirable secondary effects caused by the latter's lipoid 
and carbohydrate fractions, and the consequent avoid- 
ance, in large measure, of headache, malaise, and febrile 
manifestations. 


Down Mental Hospital, Downpatrick 


Voluntary admissions to Down Mental Hospital, Down- 
patrick, continue to show an increase. Voluntary patients, 
however, create a problem, states the medical superin- 
tendent in his annual report, by their tendency to ask to 
return home as soon as a decided improvement in their 
condition becomes perceptible, but before recovery can 
be considered complete. The importunities of the patients’ 
relatives do not facilitate the solution of this problem. 
Syphilis was a factor in seven cases admitted during the 
year ; four of these being general paralysis of the insane. 
In one case the patient, suffering from juvenile G.P.L, 
was a girl who had so far deteriorated from normality 
that she disregarded the calls of nature and employed 
her time tearing up her clothes and every article on which 
she could lay her hands. Treatment with tryparsamide 
and bismuth effected so remarkable an improvement in 
her that she was able to return home. Other cases due 
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to syphilis were those in which the disease had caused 
degeneration of the blood vessels and membranes of the 
brain: in one infection had occurred forty years pre- 
viously. Among other causes of mental symptoms were 
pernicious anaemia and encephalitis lethargica, and the 
report points out that the former should be preventable. 
Some of the sufferers, however, had lived alone in remote 
districts, and their condition was not realized until the 
onset of the mental symptoms. One case of confusional 
insanity was found to be due to “poteen™ drinking. 
Although this patient recovered the report stresses the 
importance of warning the public against indulgence in 
crude spirits leading to permanent dementia. 


ENGLAND AND WALES 


The Harrogate Spa Development Scheme 


On October 6 Sir Kingsley Wood, the Minister of 
Health, will lay the foundation stone of the new extensions 
to the Harrogate Royal Baths. These extensions have 
been under consideration by the Corporation for several 
years, and no effort has been spared in the design and 
equipment of the new building. Two years ago a select 
committee of officials and members of the Harrogate 
Corporation made an intensive study of the English. and 
several of the Continental spas, visiting many places both 
at home and abroad, and the knowledge gained has been 
of great service in the planning and designing of the 
present scheme. The new block of buildings will in- 
corporate the most recent developments and modern 
devices in balneological treatment. The extensions in- 
clude: (1) the provision of an entirely new block of 
buildings adjoining and connecting the present baths ; 
(2) reconstruction of the Winter Gardens: (3) general 
refitting of the existing bathing establishment at the Royal 
Baths. When this spa development scheme is completed, 
which will take about two and a half years at an esti- 
mated cost of £66,000, Harrogate can rightly claim to be 
one of the best equipped spas in Europe. 


Remedies for Nursing Shortage 


Sir Kingsley Wood, opening the new health centre at 
South Shields last week, made pointed reference to the 
need for maintaining an adequate and efficient nursing 
service throughout the country. It was, he said, a matter 
that concerned not only the institutions of the local 
authorities and the voluntary hospitals but also the sick 
in their own homes. The number of nurses entering the 
profession had not in fact fallen, but the great expansion 
of the hospital and allied services was to-day demanding 
more entrants, and that demand might well be further 
increased in the future. There were other considerable 
problems like the conditions of the service itself, recruit- 
ment, and methods of training. Girls for instance in 
secondary schools who had an inclination to take up the 
profession were not able at present to begin their studies 
or to take part of their professional examination before 
entering hospital at the age of 18. There was also the 
need for securing the best possible working conditions for 
hospital nurses both during their training and afterwards 
He was glad to observe that the movement for shorter 
hours and other improvements was gathering force. A 
number of authorities and institutions had already done 
much in this connexion, and the adoption of shorter 
hours was one of the factors contributing to the shortage 
of nurses, since more nurses were required for a given 
number of patients. A matter of pre-eminent importance 
Was accommodation for nurses. It was a step in the right 
direction that in the last two years the Ministry of Health 
had sanctioned loans to local authorities amounting to 
some £400,000 for the provision of additional nurses’ 
accommodation and improvements, and during the same 
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period nearly £200,000 derived from other sources was 
spent by the authorities for the same purpose. Voluntary 
hospitals were moving in the same direction. He believed 
ways could be found by which all these matters could be 
further substantially advanced. The President of the 
Board of Education had not only a keen personal interest 
in the matter but had a close connexion with the ques- 
tion of recruitment and training. The President and 
himself had, therefore, decided to appoint at an early 
date a committee, including representatives of the hos- 
pitals, the local authorities, and the medical and nursing 
professions, to make a comprehensive inquiry into the 
whole subject of the recruitment and training of nurses 
for the sick. The inquiry must cover the whole field, 
including conditions of service. 


Rebuilding St. George’s Hospital 


A donation of £80,000 has been given by Mr. Harry 
Oakes to the treasurers of St. George’s Hospital. This 
munificent gift, the largest single amount yet subscribed 
to the rebuilding fund, has been made in order to enable 
building operations to begin next year. The site of the 
new St. George's Hospital includes all the old Knights- 
bridge houses as far as the former underground station. 
The hospital owns half the estate, the freehold of the 
other half was acquired at a very low figure from the 
Duke of Westminster in 1906. There is, however, a 
right of pre-emption under which that half of the property 
would revert to the Westminster Estate in the event of 
the hospital moving to another site. In spite of many 
Statements to the contrary, no satisfactory offer for the 
property has ever materialized. A special committee was 
appointed to investigate the possibility of moving to 
another site ; many sites were inspected, but not one could 
be found at a price the hospital could afford to pay—nor 
indeed was one found suitable for the re-erection of the 
hospital. The new building will contain 520 beds instead 
of the present 330, including a block of 50 private beds 
for persons of limited means. 


SCOTLAND 
Rheumatic Clinic at Aberdeen 


At a meeting of Aberdeen town council on September 
19, Lord Provost Edward W. Watt presiding, it was 
agreed to consider the establishment of a clinic for the 
treatment of industrial rheumatism and to proceed at once 
with part of the scheme. The matter arose out of a 
report by Dr. Harry J. Rae, medical officer of health 
for the city of Aberdeen, who, after pointing out that 
rheumatic diseases were of the greatest importance in 
connexion with the working capacity of the community, 
suggested that facilities should be provided for their diag- 
nosis and early treatment. It was stated that Aberdeen 
was the only local authority in Scotland which had yet 
proposed to deal in a systematic way with cases of 
rheumatism. The scheme involves the establishment of 
a clinic and the installation of deep immersion baths with 
sprays, and of peat and mud baths. The council resolved 
to get estimates for the expenditure that would be 
incurred. 
Health of Dundee 


The report for 1936 of the public health department of 
the city of Dundee records a slight increase in the general 
death rate. The infantile mortality rate of 81 per 1,000 
births, although a little less than that for the whole of 
Scotland and considerably less than that for the large 
burghs combined, compares unfavourably with the record 
figure of 68 for the previous year. This is attributed to 
an outbreak of primary pneumonia in January and 
February. Of the 681! notifications, 427 were of children 
under 5 years, including 191 under 1 year. The disease 
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caused sixty-eight infant deaths compared with thirty-five 
in !935. The incidence of dysentery in the city rose from 
sixicen cases in 1935 to eighty-four in 1936. In forty-nine 
of these the diagnosis of bacillary dysentery was accepted. 
The majority of the cases were of a mild type, and only 
three patients were given serum. The greatest number of 
cases occurred in the periods April-May and September-— 
October. With the exception of one family, from which 
three children were admitted to hospital, no large family 
outbreaks were recorded. Most of the cases were in 
children, those under 5 years accounting for 60 per cent. 
of the total figure. Of the three deaths in King’s Cross 
Hespital concurrent infection was a contributory cause in 
each case. 


Cost of Milk 


In his report for 1936 Dr. A. Johnstone, medical officer 
of health for Greenock, devotes particular attention to 
the question of nutrition and physical fitness. Discussing 
the problem of increased consumption of milk, he points 
out that milk at the present time is too expensive tor the 
family of a low-wage earner consisting of father, ex- 
pectant mother, and six children, who would require about 
eight pints daily, costing approximately fourteen shillings 
per week. If milk is to become the key of the popula- 
tion’s nutrition, the report continues, some means must 
be found materially to reduce the cost. The local autho- 
rity had realized the value of milk for many years, and 
had provided free milk under its maternity and child 
welfare scheme. The Health Department had, however, 
worked in the face of persistent prejudice and ignorance, 
for it had been found that in households where milk was 
provided for an expectant mother or a child it had been 
used simply as a general supplement to the family income 
instead of being devoted to the purpose for which it was 
given. 
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Quinine Tolerance and Hyperthyroidism 


Sir,—I was interested in Dr. Piney’s letter in your issue 


with the beneficial effects of quinine in the form of the 
hydrobromide in hyperthyroidism, as was originally recom- 
mended by Sir Robert McCarrison. With regard to the 
suggestion that determination of quinine tolerance might 
be of diagnostic value, Bram in 1921, and again more 
specifically in 1928 (Arch. Int. Med., July, 53) urged this 
method. He maintained that if a patient could take 
10 grains of quinine hydrobromide four-hourly for forty- 
eight hours without developing symptoms of cinchonism 
hyperthyroidism was present. 

That persons with hypothyroidism should be sensitive 
to quinine would seem to follow logically, but 1 think 
Dr. Piney is the first to call attention to it.—I am, etc., 


London, W.1, Sept. 27. W. LANGDON-BRown. 


Indications for Induction of Abortion 


Sir,—lIn his letter (September 25, p. 635) Mr. E. A. 
Butterworth mentions two cases in which he believes that 
abortion should have been induced: While protesting 
against the contrary view of the colleagues to whom he 
referred these cases, he frankly admits that on purely 
clinical grounds they were justified in their refusal to 
induce abortion, but he regrets that they did not allow 
what he euphemistically calls “the personal aspect” of 
the cases to outweigh the absence of clinical indications 
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for the treatment he proposed. For some of us the heavy 
responsibilities inherent in the practice of medicine are 
sufficient, and we are unwilling to assume others that 
are not within our proper terms of reference or within 
our special competence to assume. Ne sutor ultra 
crepidam is an old tag not without influence with us. 

But Mr. Butterworth thinks we should be ready to 
advocate or to induce abortion in the case of any pregnant 
woman who is likely to find childbirth or the care of 
a child a strain, and prepared to prevent from being born 
alive any child whose future home conditions are, in our 
inspired view, unlikely to be favourable to its upbringing. 
His position has only to be thus bluntly stated for its 
wholly untenable character to be apparent. If the pro- 
cedure he indicates were adopted it would open the door 
for any amateur sociologist or any sentimentalist who 
chanced to be on the Medical Register to induce abortion 
where no medical indications might obtain. 

As a profession we may not always find the Law the 
most enlightened of institutions, but we may be thankful 
that in this country it will never hand over to us the 
power of life and death over our future fellow-citizens 
that Mr. Butterworth—surely unthinkingly—desires. Nor 
is it likely that a nation still given tp occasional easy 
boasting that it has cast off the shackles of a mediaeval 
ecclesiastical tyranny will knowingly fetter itself with the 
chains of a potential medical tyranny that would be far 
worse in that it lacked fixed or rational principles and was 
guided by no more impressive philosophy than an un- 
tutored opportunism.—lI am, etc., 


London, W.1, Sept. 24. F. M. R. WatsHe, 


Endotracheal Anaesthesia 


Sir,—I read with interest the article by Dr. Ivor Lewis 
on endotracheal anaesthesia in your issue of September 
25. With most of the paper I cordially agree, but I would 
like to make some observations on a few of the categorical 
statements he makes therein. I have had a continuous 
experience of endotracheal anaesthesia for the past twenty- 
five years, and have employed it in many thousands of 
cases of all kinds since I first introduced the method into 
England in 1912. It is not only the best and safest 
method of administering ether but it is in addition a 
means of artificial respiration. 

But I have noticed in the last five or six years that pro- 
fessional anaesthetists all over the country are getting 
further and further away from the rigid principles laid 
down by Meltzer and Auer in 1909. Their needlessly 
cumbersome instruments and methods show that these 
principles are in danger of being forgotten. Those two 
great physiologists showed that in a curarized animal in 
which the movements of respiration were entirely sus- 
pended life could be maintained by a continuous stream of 
air in one direction—that is, in by an endotracheal catheter 
and out through the glottis. The catheter in the trachea 
should have a lumen of about half the diameter of the 
trachea, it must reach down to the bifurcation—the 
pressure of air should be 10 to 12 mm. of mercury, and 
the cross-section of the whole catheter must occupy about 
two-thirds of the open area of the glottis. 

If all these conditions are present a curarized dog can 
be kept alive for many hours. Similarly dogs poisoned 
by a lethal dose of strychnine, morphine, carbon monoxide 
gas, or ether pushed to cardiac failure, could all be resus- 
citated. Should, however, the tube be too large or too 
small, or not reach to the bifurcation of the trachea or 
if it be inserted through a tracheotomy opening instead of 
the natural glottis, the curarized animal would surely die. 


4 
ag 
e 
n 
f 
a 
S 
I 
p 
a 
a 
e 
it 
it 
x 
Si 
k 
Correspondence h 
: sl 
tr 
fe 
tk 
in 
ir 
‘ mM 
tr 
L 
h 
el 
| 
¥ re 
d 


SH 
/RNAL 
heavy 
1e are 
s that 
within 
ultra 
s. 
dy to 
ire of 
born 
in our 
nging. 
or its 
> pro- 
door 
who 
ortion 


w the 
ink ful 
is the 
tizens 

Nor 

easy 
iaeval 
h the 
ye far 
d was 
un- 


HE, 


Lewis 
mber 
vould 
orical 
1U0Us 
renty- 
ds of 
| into 
safest 
on a 


pro- 
>tting 
laid 
lessly 
these 
two 
al in 
sus- 
m of 
heter 
ichea 
f the 
—the 
and 
bout 


can 
oned 
yxide 
100 


a OF 
id of 
die. 


Oct. 2, 1937 


CORRESPONDENCE 


Tne Brivis 679 
MEDICAL JouRNal 


However, if the pressure of air were released occasionally 
and the lungs allowed to collapse a few times every minute, 
thin slight variations in the size or length of the endo- 
tracheal tube would not be so important. In other words, 
the curarized animal lived even if the tube were not of the 
correct size, providing attempts were made mechanically 
to imitate the movements of respiration and so allow the 
heart and great veins to fill with blood. 

In endotracheal anaesthesia in human beings the move- 
ments of respiration are never entirely suspended. It 
follows, therefore, that the method may be successful with 
all sizes and lengths of tubing ; but the fact remains that 
the optimum size and length has been departed from, 
with consequent physiological deterioration of its artificial 
respiratory mechanism. 

It will be obvious from what I have just written that 
I object strongly to the sentence in Dr. Lewis’s second 
paragraph: “The method of insufflation in which the 
anaesthetic vapour is blown through a small-bore catheter 
and returns around a tube is now almost effete.” It is not 
effete. On the contrary, it is founded on the basic prin- 
ciples of the method, and any departure from this impairs 
its great value. In my opinion it is wrong to use large 
tubes which fill the glottis. It is unnecessary to use bags ; 
it is wrong to allow rebreathing of any kind. It is wrong 
to pack the mouth with gauze, to use a stomach tube or 
a second pharyngeal tube. With an efficient apparatus, 
water, saliva, pus, blood, or stomach contents may be 
poured into the mouth without any of these foreign 
substances entering the trachea. With a direct laryngo- 
scope a small-bore catheter may be passed by direct vision 
safely, surely, and aseptically. Why use the nasal route, 
which has none of these advantages? 

Finally, I object to Dr. Lewis’s sentence, “ absolute 
contraindications include thyroid operations.” I do not 
know how many thyroidectomies I have done in the last 
twenty-five years, but the number must be well over five 
hundred. I have used nothing else but endotracheal 
anaesthesia in these cases, and I have never had the 
slightest difficulty in passing the tube. Post-anaesthetic 
tracheitis or lung complications have been immeasurably 
fewer than by any other method of anaesthesia, local or 
general.—I am, etc., 


Liverpool, Sept. 27. R. E. KELLy. 


Sir,—It is unfortunate that Dr. Ivor Lewis in his other- 
wise interesting article in the series on “ Anaesthesia 
in General Practice” should have made the assertion 
that intratracheal anaesthesia is absolutely contraindicated 
in thyroid operations because of the risk of tracheitis 
resulting from “ surgical handling of the trachea.” Perhaps 
my considerable experience of intratracheal anaesthesia 
in these operations might be helpful to your readers in 
correcting Dr. Lewis’s bias. I have recently completed 
my 5,000th operation on the thyroid gland (over 3,000 
of these operations have been performed under intra- 
tracheal anaesthesia), and I am able to assure Dr. Ivor 
Lewis that the incidence of post-operative tracheitis 
has been negligible and considerably less than in the days 
when I had to be content with local anaesthesia, open 
ether, gas and oxygen, with a mask, etc. 

The explanation appears to me to be that a properly 
fitting and properly introduced tube of suitable material 
renders the operation so free from the risks of asphyxial 
symptoms (which are so often met with in other methods 
of anaesthesia) that trauma is reduced to a minimum. 
There is, for instance, no call to relieve sudden respiratory 
distress by the efforts necessary to dislocate impacted or 


substernal portions of thyroid tissue, nor need the opera- 
tion be hurried in any way. 

Finally, | should like to know what evidence Dr. Lewis 
can adduce that the friction of a smooth intratracheal tube 
against the mucous lining of the trachea does in fact 
induce tracheitis under the conditions met with in properly 
conducted thyroid operations.—I am, etc., 


London, W.1, Sept. 27. Ceci: A. 


The Radiology of Megacolon 


Sin,—Megacolon is a rare condition in my practice, and 
I do not feel justified in discussing it; but. there are 
physiological variations in the size of the colon which do 
interest me, though Sir Arthur F. Hurst (Journal, Sep- 
tember 11, p. 551) believes they can all be explained 
away by the existence of “ postural tone.” I must plead 
guilty, too, to my ignorance of some current literature 
bearing on this subject, but I like to observe facts for 
myself. Later on I am willing to study the views of 
others. 

Personal observation taught me the nature of * postural 
tone ~ in the stomach and colon, though of course | did 
not use the term “postural tone.” I also suspected it 
ensured a constant pressure within the stomach, though 
1 had no proof. In the stomach of a given individual 
postural tone will explain the constant level maintained 
with different amounts of barium, but it does not explain 
why there are marked variations of the level in different 
healthy individuals. These variations are surprisingly 
wide in the stomach, and I am very cautious about 
describing them as pathological. Similar variations exist, 
I believe, in all parts of the alimentary tube. The 
different segments of the alimentary canal show func- 
tional changes clearly indicated by anatomical and physio- 
logical modifications, and it does not follow that such a 
property as postural tone will behave in the same manner 
in two different segments. In comparing the stomach 
with the colon we must remember that we estimate tone 
in the stomach in the vertical position under the force of 
gravity ; but in the colon the horizontal position is used 
for barium enemas, and gravity is largely counteracted 
thereby. Moreover, the stomach possesses an internal 
elastic air cushion which is often absent in the colon and 
whose value it is difficult to estimate. 

Sir Arthur Hurst objects to my estimation of bowel tone 
by means of a full barium enema, which he considers 
simply indicates “ distensibility” of the large bowel and 
not its tone. What are the facts? My barium enemas 
are given with three feet of pressure, a thinner barium 
than usual to ensure free flow, and as quickly as possible, 
only checking the flow when there is marked discom/ort 
if the bowel is not already fully distended. I screen con- 
tinuously, noting the manner in which the bowel expands, 
the rate of passage of barium, and the appearance of 
bowel contour, etc. 

The healthy colon expands quite differently from the 
megacolon. In the latter the bowel is collapsed, in the 
former it is contracted. The healthy colon offers resist- 
ance to the passage of barium, and the degree of resist- 
ance can be seen on the screen to be a variable factor— 
mainly due, I believe, to the degree of tone. When tone 
is excellent distensibility will be less than when tone ts 
poor, for one condition offers more resistance than the 
other. With poor tone and increased distensibility more 
barium will have to enter to obtain the same degree of 
internal tension of the muscular coat and pressure within 
the whole organ necessary to stimulate contraction, the 
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essential preliminary to evacuation. Consciousness of 
this act is also roused at the same time. 

I regard tone as static contractility. Increased tone 
implies the need for more force to distend a hollow 
viscus like the colon. Diminished tone has the reverse 
effect. The healthy colon never distends to the same 
extent as the stomach does, but when a certain degree 
of internal tension has been reached gives the patient 
warning that evacuation is essential. For me this point 
indicates not merely distensibility but also tone. 

Professor Sherrington’s observations show that the sub- 
ject is one of great complexity, needing careful study. 
The physiologist studies a typical case; the radiologist 
studies clinical varieties which include both physiological 
and pathological variations—that is, applied physiology. 
In spite of the very lucid way in which Sir Arthur Hurst 
distinguishes between tone and distensibility after a barium 
enema, I am not convinced from my own observations 
that these conditions can be dissociated under the con- 
ditions named.—I am, etc., 


London, W.1, Sept. 21. JouN R. WYLIE. 


Idiosyncrasy to Prontosil 


Sir,—I have recently had the following case under my 
care, and would be glad of any information (especially 
from Dr. Colebrook of Queen Charlotte's Isolation Block) 
as to whether prontosil can cause a pyrexia or leuco- 
cytosis, and, if so, how to differentiate between the 
artificial and the real cause, if any, in cases in which 
prontosil has been given. 

The patient was a primipara aged 28 and the pregnancy 
was normal. Delivery took place at 5 a.m. under chloroform 
and with the aid of forceps. One stitch was required. On 
the second and third days two prontosil album tablets of 
0.5 gramme each were given thrice daily as a prophylactic, 
since’ the confinement was taking place in a cottage with 
unskilled help. On the fourth and fifth days five p-amino- 
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benzene sulphonamide tablets of 0.25 gramme each were given 
three times daily, the dose being increased on the sixth, seventh, 
and eighth days to six tablets. On the ninth day six tablets 
of the drug were given at 8 a.m., followed at 11 a.m. by 
30 c.cm. of streptococcus antitoxin (Parke, Davis and Co.) 
containing 300 U.S.A. units per c.cm. On the eleventh day 
1 c.cm. anahaemin B.D.H. was injected. There was no 
further treatment. 

A blood count taken on the sixth day showed 15,800 white 
cells per c.mm., with a differential count of: polymorpho- 
nuclears, 75 per cent. ; lymphocytes, 21 per cent. ; large mono- 
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nuclears, 2 per cent.: transitionals, 2 per cent. There were 
no eosinophils, basophils, or myelocytes. Cultivations from 
the blood incubated at 37.5° C. remained sterile after twenty- 
four hours. The urine, which showed an acid reaction, con- 
tained a large amount of albumin, but no sugar. 

The centrifugalized deposit of urine contained some 
amorphous urates, and epithelial cells. No pus, blood, tube 
casts, or further abnormalities were detected. No tubercle 
bacilli were found in specially stained preparations, and 
Gram-stained specimens failed to demonstrate the presence 
of any organisms. Cultures yielded a growth of one or two 
colonies of Staphylococcus albus only. Cultivations of swabs 
from the lochia taken on the sixth day yielded a scanty 
mixed growth of Staphylococcus albus and a diphtheroid 
bacillus. The Streptococcus haemolyticus was not isolated, 
On the eighth day the Strep. haemolyticus was present in 
cultivations made from a lochia swab, but the organism only 
developed after prolonged incubation. On the eleventh day 
swabs from the lochia and urine showed a trace of albumin. 
The urine yielded a growth of some colonies of the Strep. 
haemolyticus, but these were not isolated in cultures made 
from the swab. 


During the whole time the patient said she felt quite 
well, but hot at times during the eighth and ninth days, 
when she was slightly cyanosed and was becoming 
anaemic. On the ninth day she was in a semi-comatose 
condition, but could be roused. She took nourishment 
well. Castor oil was given twice and an enema once, but 
no Magnesium sulphate at any time. The uterus involuted 
normally : lochia were normal the whole time. No rash 
or any other symptoms occurred.—I am, etc., 


G. P. Humpury, M.R.C.S., L.R.C.P. 
Abergavenny, Mon., Sept. 18. 


Treatment of Club-foot 


Sir,—This crippling condition has an evil reputation 
among us, having so often defied the repeated efforts of 
able surgeons in the past. Readers will therefore have 
rejoiced in the optimistic outlook engendered by the 
articles from Mr. Denis Browne (Journal, September 18, 
p. 570) and Mr. E. P. Brockman (p. 572). These autho- 
rities advocate the method introduced by the former and 
employ his specially devised metal splint. This note, while 
not detracting from their great work, alludes to another 
current method of treatment which has proved effective 
and seems to merit reference. My interest in this problem, 
dating from 1920, prompted a contribution to the Lancet 
in 1928 and lingers, although my practice has tended 
away from orthopaedics lately. 

The procedure was described last year,’ and, as the 
familiar plaster-of-Paris is the splintage used, may appeal 
to some workers in preference to adopting and mastering 
a new apparatus. It achieves a well-nigh perfect foot 
both in range and form. A distinctive asset of plaster 
is that the surgeon knows, though the babe is out of 
his sight, that the corrective force is continuous. Movable 
splints mean a great strain on the co-operation of mothers 
and others. On the doctor, however, chiefly, depends 
success, for it is he who must recognize the malady and 
urge the parents to place their infant in competent hands 
within the first week or two of its life. He must gain 
their consent to the long process of establishing the cure, 
which may take two years. Clearly the enterprise demands 
devotion of high quality, but this is not more than is 


‘commensurate with the use and beauty of the resultant 


foot.—I am, etc., 
Bristol, Sept. 26. 


* Med. Press and Circ., October 21, 1936. 
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Technique of Cataract Extraction during Narcosis 


Sin,—Mr. Basil Graves, in his article under this head- 
ing in the Journal of August 14 (p. 319), says that medical 
thought is accustomed to local anaesthesia and extreme 
degree of general anaesthesia and not to what he terms 
“surgical narcosis” to relieve the mental strain on the 
average elderly. person of consciously submitting to a 
cataract operation. For some thirteen years I have been 
successfully employing subdermal injection of scopola- 
mine and morphine as a routine to allay the anxiety of 
the patient during operation not only for cataract but 
also for glaucoma and squint. I brought this to the notice 
of the Oxford Ophthalmological Congress in 1927 during 
a discussion in which Mr. Basil Graves also took part 
(Transactions of the Ophthalmological Society of the 
United Kingdom, 1927). During the last few years in 
cases of glaucoma I have been omitting scopolamine and 
using only morphine hypodermically. 

Now the difference between Mr. Basil Graves’s pro- 
cedure and mine is that he makes the patient unconscious 
and incapable of co-operating with the surgeon during 
operation, while my aim is to make the patient care-free 
but at the same time to retain his co-operation. Is it 
better to quell the anxiety of the patient while retaining 
his co-operation or to abolish consciousness and lose 
co-operation during the operation? To me it seems pre- 
ferable to remove anxiety and retain co-operation. 
Further, can elderly patients who are sometimes arterio- 
sclerotic, nephritic, diabetic, or subject to some other 
disease, stand the very large doses of bromide, paralde- 
hyde, and omnopon required to achieve Mr. Basil Graves’s 
surgical narcosis? In most cases my simple methed in- 
duces a sufficient amount of sleep after operation to 
refresh the patient, and the nurse does not have to attend 
to the feeding and to the evacuation of bowels and 
bladder of an unconscious patient whose sleep may last 
from seven to fourteen hours. 

As a rule my patients are propped up in bed on the 
day following the operation and, exceptionally, on the 
same day. Often, unless the patient prefers to keep in 
bed, he is allowed to sit up on a chair the very next day. 
This has been my practice since 1918. I employed no 
narcotic before operation until 1924. 

The points I have raised here are such as are likely 
to occur to the minds of many surgeons. It is with a 
view to getting light on them from Mr. Basil Graves that 
I have ventured to write this letter.—I am, etc., 


Eastbourne, Sept. 18. D. V. Girt. 


Ether Convulsions 


Sin,—With regard to ether convulsions, the late S. R. 
Wilson's impurity theory is regularly reprinted from one 
article to another, but I had it on good authority from an 
anaesthetist, now also dead, who had assisted him in his 
researches, that this gifted teacher had entirely discarded 
the theory and was working out a new line of thought 
which was cut short by his untimely death. Accordingly, 
remembering this and several personal experiences, when 
a patient had slight twitching of the face during the 
isolation of her appendix I had the temerity not to change 
the ether in the container of the Shipway nor that in the 
drop-bottle (although the former had been used for a 
Case two days previously): it was also used for the three 
later cases, none of which showed the slightest clinical sign 
of convulsion. The details are as follows: 

The patient was an obese and rather lethargic woman of 
24. On the previous day her recumbent blood pressure was 
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90/70, and the pulse 90. Induction began at 10.33 a.m. with 
O, and CO, followed by ether, and was uneventful. She 
was placed in the Trendelenburg position, since it was thought 
she might require hysterectomy, and the incision was made at 
10.48. As the patient had a thick neck and a heavy jaw the 
airway required constant attention, although a rubber tube 
was in situ. The uterus was normal, but there were many 
pelvic adhesions, and while these were being divided at 10.59 
the first slight twitchings began about the face and spread to 
the abdominal muscles. There was slight cyanosis, but the 
pupil remained moderate. Ether was abandoned, a larger 
airway substituted, and O, and CO, continued. Meanwhile 
the surgeon completed an appendicectomy, and at 11.4 all 
was normal. The patient required no more anaesthetic, and 
was well relaxed for closure. The last sutures were in 
by 11.13. 

The premedication was by morphine 1/6 grain and atropine 
1/100 grain. The total amount of ether used was 5 ounces 
and the temperature of the theatre was 72°. Nothing abnormal 


" was reported during the further course. 


I am indebted to the honorary surgeon for permission to 
report the case.—I am, etc., 7 
Bessie E. Cook, 


Doncaster, Sept. 18. Hon. Anaesthetist, Royal Infirmary. 


Aetiology of Erythema Nodosum 


Sir,—Dr. Lees Templeton’s letter in the Journal of 
September 18 (p. 599) reporting a case of erythema 
nodosum has prompted me to publish the following 
account of a small epidemic of the same condition. 


Five cases occurred in a family of two parents and five 
daughters. The youngest daughter developed a cold on 
November 2, 1935, a severe tonsillitis supervened a week 
later, and the typical lesions of erythema nodosum appeared 
some days afterwards. The mother and another daughter 
went down with severe tonsillitis on November 22 and 23. 
The mother developed a profuse eruption of nodules on the 
upper and lower extremities, the daughter an eruption on the 
legs only on December 1. At this time it came to light that 
the father had had a sore throat a few days before the 
youngest daughter had been taken ill. Peace now reigned in 
this much-alarmed household until February 12, 1936, when 
two more daughters went down with tonsillitis, nodules 
appearing on their legs on February 22. The age limits were 
7 and 47 years. 


One would hesitate to ascribe such a clinical entity to 
more than one cause, and this experience provides ample 
proof of a streptococcal origin. An equally convincing 
tuberculous origin was provided by an outbreak of 
erythema nodosum in a class of school children in Copen- 
hagen, a short report of which was printed in the British 
Medical Journal of May 14, 1932 (p. 893). In view of 
such experiences one has no option but to’ accept the 
general opinion expressed in the opening paragraph of 
Dr. Templeton’s letter.—I am, etc., 


Chester, Sept. 22. Putte R. Graves, M.D., M.R.C.P. 


Expulsion of Placenta Praevia in Advance 
of Foetus 


Sir,—The case of spontaneous expulsion of the placenta 
in advance of the foetus, recorded by Mr. J. M. Nankivell 
in a clinical memorandum in the Journal of September 11 
(p. 527), recalls an almost identical case which I attended 
on November 15, 1901, in a mining district in County 
Durham. All these years I have been on the look out for 
a similar case, but neither in my reading of the medical 
literature nor in converse with my colleagues have | heard 
of one until I came across Dr. Nankivell’s notes in ihe 
Journal, The history of my case, from notes which I 
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wrote at the time and have by me as I write now, is as 
follows: 
When I arrived at the house the patient was lying in the 
middle of the bed on her left side with the thighs flexed. The 
placenta was a short distance away, free from the body, with 
the uterine surface exposed, and the intact cord was seen to 
lead into the vagina. There was comparatively little haemor- 
rhage judging from the state of the bed, which had been left 
undisturbed. On tracing the cord upwards into the vagina 
1 found that I had to deal with a transverse presentation, both 
hands of the foetus hanging down. The umbilical cord 
was unusually long. After giving chloroform 1 replaced 
the hands with great difficulty, performed podalic version, 
and extracted the child, a boy, needless to say dead 
There was very little post-partum loss, and the puerperium 
was normal. This was the mother’s third child ; she made an 
uninterrupted recovery, and was, | believe, out of bed in a 
week. 
I find nothing recorded as abnormal in the course of 
this pregnancy, not even any previous haemorrhage. The 
wonder to me in this case was the sniail quantity of blood 
that the patient had lost before the expulsion of the 
placenta and the absence of shock.—I am, etc., 

FoTHerRGILL, M.B., B.S. 
Blyth, Northumberland, Sept. 25. 


Sir,—In your issue of September 18 (p. 598) Professor 
Miles Phillips mentioned several references in the older 
literature to this occurrence, and I am glad to be able to 
inform him that I have enjoyed, during the last few days, 
reading Dr. Smellie’s experiences with similar cases, in- 
cluding the one quoted by Professor Phillips, thanks to 
the kindness of one of your readers who made me a gift 
of three volumes of Smellie’s works dated 1764. One can 
readily appreciate that many cases of placenta praevia 
might in those days terminate by spontaneous expulsion 
of the placenta in advance of the foetus. That such a 
termination was advocated by Sir James Simpson in 
preference to pulling down a leg after version surely 
shows what a dangerous procedure, especially if rapid 
delivery of the aftercoming head were practised, he 
considered the latter. 

The reason why such cases do not end in this spon- 
taneous manner nowadays except in rare instances (in 
spite of Dr. O’Donel Browne’s two cases in ten years 
they must be rare) is obviously because the condition of 
placenta praevia is diagnosed earlier and more often and 
treated by modern methods put into operation at the 
earliest possible moment after diagnosis has been made 
reasonably certain. 

It is generally recognized to-day that the life of the 
mother is the obstetrician’s first concern in a case of 
placenta praevia. The child must be regarded merely as 
the means by which the mother’s life may be saved in 
certain procedures where the foetus is made to act as 
a compressor of the placental site and at the same time 
as a dilator of the cervix. Therefore when the half 
breech is used to plug the lower segment and the cord is 
seen to be pulsating when the body is born, the natural 
instinct rapidly to extract the head must be denied, as the 
lower segment may be thus severely lacerated. For this 
reason, apart from many others, the procedure adopted 
by the late Dr. Willett had much to commend it. He 
applied forceps, now known as Willett’s placenta praevia 
forceps, to the scalp of the foetus when the head was 
presenting. The membranes were first ruptured to the 
side of the placenta, or the placenia perforated if central, 
and when a secure grip of the scalp was obtained a 
weight of two pounds was attached to the handles by a 
tape, the other end of which hung over the end of the 
bed. The advantage of this method is that the forceps 
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can be applied with or without an anaesthetic at an early 
stage of labour when the os is only one finger dilated ; 
the vertex being born first there is no temptation as with 
the breech to rush the delivery in an attempt to save the 
life of the foetus, which incidentally tends to survive in 
an appreciably greater proportion of cases than it does in 
half breech deliveries. 

With the earlier recognition of placenta praevia and its 
treatment by such methods as Willett’s scalp traction, 
Caesarean section, or puiling down a leg in breech cases, 
I feel sure that very few cases such as I reported will be 
met with in the future.—I am, etc., 

J. W. NANKIVELL. 


Medical Reference in Early Wills 


Sir,—The will (1585) of Thomas Lord FitzWalter, 
Earl of Sussex, is of medical interest in its evidence of 
recognized differentiation in Elizabethan days of the 
physician, surgeon, and apothecary ; for the testator be- 
queathed £50 to William Dunn his physician, £20 to 
William Clowes his surgeon, and £20 to Robert Perpoint 
his apothecary for their pains. The will (1504) of 
Richard Heigham (barrister-at-law) is also of interest in 
its proof that there were women at that time who noc- 
turnally administered to the sick ; for the testator left a 
small legacy to the “ woman that wacched with him on 
nyghts.” 

Elizabeth Drury in her testament (1465) expressed her 
appreciation of the diligence that her physician, Master 
Wotton, had taken. «(John Somerset, both Physician to 
Henry VI and Chancellor of the Exchequer 1434-42, was 
addressed as Master.) One finds in the early Tudor 
period that a physician in witnessing a will gave his 
qualification as that of Master of Arte. In such form the 
royal physician, Sir William Butt, signed. It is in the 
later Tudor period that one first traces—in Thomas 
Fraunces, 1574—the Doctoure of Phisicke. This doctor 
bequeathed to his colleague—Doctoure Gifford—his 
“ best velvet cote.”"—I am, etc., 


Birmingham, Sept. 16. 
The Shopman’s Finger Lick 


Sir,—I entirely agree with your correspondent Dr. 
Hubert C. Bristowe (September 18, p. 601) on the 
insanitary practice of some shop-keepers in using a licked 
finger to assist the picking up of paper and bags, and 
would refer to the equally objectionable practice, often 
by the same “ finger-licker,” of blowing into paper bags 
in order to separate the flattened sides. Such a habit is 
even more likely to infect the inside of the bag. This 
latter practice is much rarer than formerly, because the 
modern paper bag is manufactured with one lip slightly 
longer than the other to faciljtate opening ; a slight flick 
in the air while the bag is held by the long lip being 
sufficient to open it. 

It is difficult to see how health authorities can take 
any action in the matter beyond drawing the attention of 
those engaged in the handling of food to the undesirability 
of the practice. I am assured by the manager of a large 
local firm that he would immediately check any such 
practices if he observed them in his shop. As in so 
many other matters of this sort, the general teaching of 
hygienic principles to the public must be relied upon 
to abolish such customs, which are aesthetically un- 
desirable and potentially dangerous, even though the 
actual extent of the part they play in the spread of 
disease may be incapable of estimation.—I am, etc., 

R. CauTLEY HOLDERNESS, 
Medical Officer of Health. 


M. E. Prosser. 


Loughborough, Sept. 22. 
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The Sex Ratio 


Sik,—The tables showing the ratios of sex in the popula- 
tion of England and Wales for the years ending the 
middle of 1934 and the middle of 1935 as embodied in the 
Registrar-General’s Reports (years 1935 and 1936, the 
latter just published) present some interesting data which 
are the more arresting if the absolute numbers as printed 
in the reports are converted into percentages. 

Except for the first two items, which are based on 
estimates made by cytogeneticists, the accompanying table 
and graph represent the mean figures for the two years 
in question. These show a very remarkable trend of the 
sex ratio, from a preponderance of males at conception 
(113.67 m. to 100 f.) to equality of the sexes at or about 
the age of 20, after which there is a preponderance of 


females until, at 85 years of age and onwards, this 
amounts to 100 of that sex to 47.8 males. 
| Females Males Females | Males 
Age to Age pram. to 
| 
| Population Females Population Females 
“Conception | 468 | 11367 20-25 | | 9637 
&th Month 47.7 | 109.64 25—30 $1.3 95.05 
Birth 48.8 | 104.91 30—35 $1.2 95.63 
35—40 53.8 85.95 
O—1 | 491 | 103.94 40—45 $4.2 84.58 
in | 49.3 | 103.09 4s—s0 | $40 85.21 
2— 3 49.3 | 102.95 S055 | $3.9 85.65 
4 | 49.4 | 102.63 $5—60 $3.3 87.80 
| 495 | 102.22 60—65 $3.2 | 88.10 
o— § | 49.3 | 102.95 70—75 56.5 77.28 
| 496 | 101.85 75— 20 $9.3 | 68.87 
10—15 49.5 | 102.02 80-85 | 62.7 59.56 
1S—20 | 49.7 101.35 8Supwards | 67.7. | 47.80 


Table showing percentage of females, and number of males to every 100 
females at various periods of life out of the mean total population of England 
and Wales for 1934 and 1935 (40,556,000). 


In his masterly presidential address before the Zoologi- 
cal Section of the British Association, Professor F. A. E. 
Crew, after calling attention to this remarkable swing in 
the secondary sex ratio said: “ Amongst the 20-24-year- 
olds the females actually begin to outnumber the males, 
and thereafter, as age group ‘succeeds age group, this 
female numerical ascendancy progressively increases 
until, among the 85's and over there are more than twice 
as many women as men.” Professor Crew bases his 
Statement on the Registrar-General’s Report for 1936 
only. I think that had he taken more than one year’s 
figures into account he would have found that the sex- 
equality age is higher than 15-19 years of age as he states, 
and also that the female numerical preponderance is not, 
strictly speaking, progressive. After a sudden rise 
between the ages of 30 and 35 this ascendancy suffers, 
from the age of 40 to 65, a slight but very definite 
lowering, after which it leaps upward until, as Professor 
Crew says, the number of women is double that of the 
men. It is to this curious lowering of the female sex 
*atio that I wish to call attention. I presume it is not 
unconnected with the enhanced liability to disease in the 
years immediately succeeding the climacteric. Perhaps, 
however, some of your readers can offer a_ better 
explanation.—I am, etc., 

CHARLES M. BEADNELL, 


Surgeon Rear-Admiral, R.N. (Ret.). 
Egham, Surrey, Sept. 18. 


International Postgraduate Congress 


Sir.—I have read with deep interest but deeper mis- 
giving the account you published (Journal, September 11, 
p. 542) from Colonel A. H. Proctor, Dean of the British 
Postgraduate Medical School, of the Third International 
Congress on Postgraduate Medical Education held recently 
in Berlin, when a “ large majority” approved the estab- 
lishment of an international academy for postgraduate 
work and research which “would serve a very useful 
object not only in promoting medical progress but in 
furthering international fellowship and friendship.” Might 
one ask in all sincerity how this aim is com- 
patible with the official German attitude to- 


100 CSN was Stated clearly and unequivocally by the 
—— “ae Reich medical leader, Dr. Wagner, in opening 
122 % 5 the congress : 
7 3 0 “ The doctor's chief duty was to combat those 
conditions ‘which history shows have caused 
106 68 4 \3 nations to perish ——namely: (1) the decline of 
log 67 0 a Saar ie) births ; (2) the swamping of the best and most 
98 65 6 wa a capable parts of a nation by those elements 
a4 2 é which had no right to existence ; (3) the mingling 
86 610 ’ with the blood of a different race. The chiet 
82 5g * ° task of the German doctor lay in promoting all 
76 5B 0 measures which would strengthen the health and 
vigour of German individuals.” (The italics are 
66 $3 mine.) 
62 62 © bog *S Are we in this country to subscribe to this 
b000° | creed or shall we rather stand with Osler and 
so 47 5 avow: 
etl Litt By his commission the physician is sent to 
moe otesese nor Gentile, bond or free, perhaps he alone rises 
FEMALES £3 superior to those differences which separate and 
a make us dwell apart, too often oblivious to the 


Graph showing numerical decline of males to females. The 
represent ages; the ordinates (left figure column) the number of males to 
100 females; the right figure column the percentage of females. 
Mean total population of England and Wales for 1934 and 1935 equals 


every 


40,556,000 


abscissae common hopes and frailties which should bind 
us together as a race. In his professional rela- 
tions. though divided by national lines, there 


remains the feeling that he belongs to a 
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guild which owes no local allegiance, which has neither king 
nor country, but whose work is in the world. The Aesculapian 
temple has given place to the hospital, and the priestly 
character of the physician has vanished with the ages; still, 
there is left with us a strong feeling of brotherhood, a sense 
of unity, which the limitations of language, race, and country 
have not been able to efface.” 

How was this congress called—by an international com- 
mittee or a German committee only? Which bodies pro- 
viding postgraduate education in this country were asked 
to send delegates? How many accepted the invitation? 
How far were these delegates committed to the establish- 
ing of an international academy for postgraduate work in 
Berlin? An international body might rightly welcome the 
co-operation of all nations in its deliberations, however 
abhorrent their internal policies or politics might be to 
other peoples. But when an international congress which 
has remained inactive for twenty-four years is abruptly 
revived with the “generous help and assistance” of a 
Government which has substituted in medicine the slogan 
“ Heil—or Farewell” for the Hippocratic precept “ Where 
the love of man is, there also is love of the Art,” the above 
and several other questions arise, and should be answered 
before we support a project which raises the suspicion of 
a deliberate endeavour to introduce racial and national 
antagonisms into medicine for political ends.—I am, etc., 


University of Liverpool, HENRY COHEN. 


27. 


**The Other Half” of Medicine 


Sir,—I do not propose to follow your correspondent’s 
excursion into the question of what is or is not good 
taste (September 18, p. 598). I should, however, like to 
say something about the matter of exact quotation. Those 
of us who practise psychotherapy are frequently being 
told by patients that the doctor has told them that there 
is nothing wrong physically in any way, and that all the 
same he prescribed a physical remedy. To them as to 
us such a procedure has appeared illogical. When we 
quote these patients we are solemnly warned not to believe 
everything the patient says. If we give a generalized 
résumé of what the doctor did say we are told that we 
have suppressed some important point, and now if we 
quote verbatim we are apparently not behaving properly. 
The “half of the medical profession” which your corre- 
spondent has taken on himself to represent are often not 
slow to accept any story from a patient as to what a 
psychiatrist or psychoanalyst is supposed to have said to 
his patient. Would not exact quotation be better? 

And again, surely no physician who truly believes that 
mental conflicts are best resolved by bromide, luminal, 
and the administration of glucose need be ashamed to 
have his exact words quoted. I will agree that had I 
given the least hint which might have identified the 
persons involved publication would have been outrageous, 
but as nobody can have any idea from my letter who 
they are I feel justified in saying what I did say.— 
I am, etc., 


London, W.1, Sept. 21. E. B. Strauss. 


Post-mortem Examinations in Inquest Cases 


Sir,—There can, I am sure, be no dispute as to the 
pertinence and propriety of Mr. Brooke’s remarks (Sep- 
tember 25, p. 639) concerning the importance of post- 
mortem examinations in inquest cases, and more par- 
ticularly those of the type of which he quotes two 
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illustrative and illuminating examples. It occurs to me, 
however, that there is an effective way out of such diffi- 
culties which might be interpreted as a form of mild 
coercion upon recalcitrant coroners, and that is a simple 
refusal by doctors to give any definite opinion as to the 
cause of death without performing a _ post-mortem 
examination in any case in which there is the slightest 
doubt. 

A doctor is only required to certify a cause of death 
to the best of his knowledge and belief, and in the 
circumstances there is not the slightest necessity for him 
to strain his conscience by a too liberal interpretation of 
his duty in this respect. In my opinion he will have com- 
pletely discharged his obligation by a simple, straight- 
forward, and courageous refusal to state the cause of death 
in cases where the circumstances do not warrant his doing 
so. There is just one reservation that I have to make, 
and that is that post-mortem examinations of this nature 
should not be entrusted to junior house officers, but should 
only be performed by pathologists trained for this type of 
work, of whom there are numbers available all over the 
country. 

Finally, Mr. Brooke’s cri du coeur is in danger of 
falling upon deaf ears, because coroners with medical 
training are in the minority. I would suggest to him that 
a copy of his letter, perhaps a little modified, might with 
profit be sent to any of the journals which are published 
exclusively for the benefit of lawyers.—I am, etc., 


London, E.C., Sept. 25. L. F. BEccLE. 


**County Homes for Cancer” 


Sir,—I notice a letter in your issue of September 25 
from Dr. Hamish Wallace with regard to this appeal. 
I enclose a copy of the appeal which was issued in York- 
shire along with invitations to a meeting in York on 
September 25. So far as I can gather the invitations were 
issued to numbers of the wealthy laity, but to very few 
of the medical profession. 

We at the Leeds Infirmary felt so strongly that this 
appeal was likely to divert the contributions of the 
charitable, from existing and well organized hospitals in 
which the treatment of cancer is being actively carried on, 
to a nebulous and unpractical scheme, that I was asked 
to write a letter to the various papers of Yorkshire, a 
copy of which I enclose. 

I and others actively interested in hospital administra- 
tion in the West Riding attended the meeting in York on 
September 25. It was poorly attended ; no really practical 
suggestions were offered by the two speakers on behalf of 
the project, and no information was given as to the 
people who would administer any money subscribed. No 
resolution was proposed and the majority of those present 
felt sympathy for the generous people who had promised 
contributions. The Earl of Feversham, who occupied the 
chair and conducted the meeting with the courtesy and 
tact which is so characteristic of him, earned the gratitude 
of everyone present. 

The scheme appears to me to be so unpractical that 
it would perhaps be wise to ignore it after the comments 
which have already been made. I hope that in Yorkshire, 
at any rate, it is dead. I think it is——I am, etc., 


Leeds, Sept. 28. H. Coiuinson, M.S., F.R.C.S. 
** Mr. Collinson’s admirable letter to which he refers 


in his second paragraph appeared in the Yorkshire Post 
of Thursday, September 23.—Epb., B.M.J. 
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Obituary 


CARL SPENGLER, M.D. 


News has reached this country of the death of Dr. Carl 
Spengler on September 16 at the age of 77. Dr. Alexander 
Francis sends the following appreciation: 

He was the son of Dr. Alexander Spengler, who was re- 
sponsible for converting the little village of Davos into a health 
resort which has become renowned throughout the world for 
the treatment and cure of tuberculosis. No man has done 
more for Switzerland and for the hundreds of thousands of 
people who have found health and sport in that country during 
the winter. Before Alexander Spengler showed in 1862 how 
healthy the Swiss mountains were in winter it was considered 
that the country was almost uninhabitable when the land was 
covered with snow. 

Carl Spengler received his medical education at the Univer- 
sities of Heidelberg and Ziirich, and after serving as assistant 
physician at the University of Strasbourg from 1886 to 1889 
he returned to Davos to work with his father on the treat- 
ment of tuberculosis. His work attracted the notice of Robert 
Koch, who sent for Spengier to collaborate with him in devising 
the best method of administering Koch's tuberculin for the 
immunization of patients against tuberculosis. Later Spengler 
returned to Davos to test the efficacy of tuberculin in the high 
altitude of Davos and compare the results with those obtained 
by Koch in the lowlands at Berlin. At first it was found that 
the treatment by tuberculin was dangerous, and it was Spengler 
who devised the method which rendered its administration safe, 
and this method has since been generally adopted. 

Spengler’s chief life-work has been devising methods of im- 
munization against disease—work for which he has not received 
the full recognition to which he was entitled. He became dis- 
satisfied with the results obtained from tuberculin and produced 
an immunizing agent—Immun-Korpfer—for brevity called 
l.-K.. by using the blood of rabbits which he had immunized. 
He made the momentous discovery that the red corpuscles of 
an immunized animal contained many times more immune 
bodies than the serum: this was received with great scepticism 
by the medical profession until it was rediscovered many years 
later by other workers. Spengler also made the important 
discovery that the immune substances became enormously more 
potent when highly diluted. The great advantage of I.-k. 
is that it supplies the immune substances required to fight and 
overcome the disease, without calling upon the patient to 
manufacture them, which may prove too great a task for an 
enfeebled subject, as is frequently the case with tuberculin. 
Many years ago Spengler made use of the antibodies persisting 
in a patient's blood when a disease had been overcome, as a 
remedy against that disease—a method which is now being 
developed in the treatment of various diseases, notably in 
influenza and infantile paralysis. Spengler has made a variety 
of L.-K.s. During the later years of his life he devoted almost 
all his energies towards the conquest of cancer. and had he 
lived a few years longer there is reason to believe that he would 
have made a great contribution towards the solution of the 
problem of its cause and successful treatment. 

Like some other great scientists, from the days of Galileo 
to Pasteur and Lister, Spengler lived before his time. Many 
of the claims which were ridiculed when he made them have 
later been proved to be correct. 


The following well-known foreign medical men have 
recently died:Dr. James Ramsay Hunt, professor of 
neurology at Columbia University College of Physicians 
and Surgeons and director of the neuro-psychiatric division 
of the New York Neurological Institute, aged 65; Dr. 
Georct Henry Fox, the Nestor of American dermato- 
logists, for twenty-six years professor of dermatology at 
the College of Physicians and Surgeons of New York, 
aged 91: and Dr. HeNRIK ALDERSHOFF, director of the 
Serum Institute at Utrecht, aged 60. 
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THE RUXTON CASE 


Trial of Buck Ruxton. Edited by R. H. Blundell, Barrister- 
at-Law, and G. Haswell Wilson, M.D. Volume 66 of 
Notable British Trials. (Pp. 457; illustrated. 10s. 6d. net.) 
London: William Hodge and Co. 1937. 

Medico-Legal Aspects of the Ruxton Case. By John 
Glaister. M.D., D.Sc., Barrister-at-Law, and J. C. Brash, 
M.D., F.R.C.S.Ed. (Pp. 284; 172 illustrations. 21s. net.) 
Edinburgh: E. and S. Livingstone. 1937. 


The story of Dr. Buck Ruxton’s crime, his trial and 
execution, is too well known to need retelling here, but it 
is admirably recorded for all time in volume 66 of Notable 
British Trials, and in the splendid monograph compiled 
by the Scottish expert witnesses. In some ways the Ruxton 
case is one of the classical murders, for the murderer set 
the police a peculiarly difficult problem in identification. 
He cut the corpses of his wife and servant-girl into a 
large number of pieces, removed with great care almost 
every feature from which the remains could be identified, 
and threw them into a deep, narrow ravine a long way 
from his home. From these fragments Professor John 
Glaister, Dr. W. G. Millar, and Dr. F. W. Martin recon- 
structed enough of the two bodies to make it abundantly 
clear that they were those of the missing women. This ts 
really the essence of the case, for Dr. Ruxton was not a 
very ingenious criminal, and, apart from the feat of 
draining and fragmenting two fresh corpses in about nine 
hours with a pocket scalpel and driving away with them 
from a house opposite a police station, his conduct was 
rather foolish. He had, however, made a good job of the 
mutilation, and the means by which the experts defeated 
him will be applied in dismemberment cases for a long 
time to come. 

The account of the trial given by Mr. Blundell und 
Professor Wilson is fully up to the high standard of this 
well-known series. As usual the proceedings are given 
in full from the shorthand transcript. They are preceded 
by a brief and clear summary in which the authors conteat 
themselves with their narrative and express few personal 
views. They suggest, however, an interesting explanation 
for the mysterious presence of the cyclops eye in the 
remains, but apparently not of them. Ruxton was known 
to have been interested in ophthalmology, and if the Crown 
could have shown that he had possessed such a speci- 
men it might have formed another link of identification. 
The prosecution might then have suggested that, being in 
desperate need of a preservative, he had sprinkled the 
formalin from the specimen on to the remains and acci- 
dentally discarded the eye itself. On the other hand, the 
authors observe that if the defence could have proved that 
the eye was human, and if its preservation had been less 
perfect, defending counsel might have suggested that it 
came from a monster of which the servant-girl had been 
delivered by an abortionist, who might have committed the 
murder. 

The technical monograph contains an unusually large 
number of excellent photographs, and it is difficult to decide 
whether these or the letterpress are the more valuable 
and interesting. It was written to comply with numerous 
requests by persons professionally interested in the prepara- 
tion of technical evidence. The authors deal in great 
detail with the remains as submitted to the experts and the 
process of reconstruction ; the means of determining the 
sex, age, and stature and their identity, including the 
evidence of teeth, fingerprints, and feet. The most inter- 
esting chapter is perhaps that which describes the matching 
of the skulls with the existing portraits of the missing 
women, for this was the first case in which a jury has 
ever been asked to identify remains by means of a photo- 
graph of the skull superimposed on a photograph of the 
living head. The evidence of the anatomical and medical 
knowledge of the mutilator, and the injury to Dr. Ruxton’s 
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hand, are also closely analysed. Apparently—a minor 
point—the experts did not group the bloods of the remains 
for comparison with the group characters of the blood 
found in Ruxton’s house. Correspondence would have 
provided, if not a link, at any rate a corroborative point. 
Perhaps they already had so much that they felt they did 
not need any more. Previous cases of dismemberment 
and mutilation are summarized in one appendix, and a 
second collects a number of previous comparisons of 
skulls with portraits. 


DEED OF CONVEYANCE: 
SUCCESSFUL CLAIM 


The Judicial Committee of the Privy Council, known for 
short as “the Board,” gave judgement on July 19 in a 
case which might—as Sir Lancelot Sanderson said in 
delivering the Board’s judgement—almost be described as 
sui generis. Mrs. Johnson, a widow of 82, fell down and 
hurt herself at about the beginning of August, 1930. She 
was attended by a Dr. J. A. Williams, who had also attended 
her in an illness in 1928. He was not her family doctor 
but an intimate friend ; he made no charge for his profes- 
sional services, and said he never regarded her as a paying 
patient. In about a month she was well again. On 
February 4, 1931, she executed a deed conveying to Dr. 
Williams a house and land in Freetown, Sierra Leone. 
The price named was £1,500, but it was never meant to be 
paid, and the transaction was for legal purposes a gift. 
The law looks very jealously on gifts, and the court will 
always intervene to upset a gift if it considers that the 
recipient had some special influence over the donor. The 
law presumes, for instance, that a parent has special 
influence over his child, a man over his wife, a solicitor 
over his client, and a doctor over his patient. Where one 
of these, among other, relationships exists between the 
donor and the recipient at the time of the gift, the court 
will set the gift aside unless the donee can prove that the 
donor gave it spontaneously and in circumstances which 
enabled him to exercise an independent will. In 1933 Mrs. 
Johnson applied to the court to have the transaction set 
aside and the house and land conveyed back to her on the 
ground that she had executed the deed under the influence 
of Dr. Williams without independent advice. The court 
had therefore to decide two questions: whether the rela- 
tionship of doctor and patient existed; and, if it did, 
whether the doctor had proved that he did not in this 
particular case exercise the special influence which a 
doctor is always presumed to exercise over his patients. 


The case was tried at first instance by Chief Justice 
Webber. His Lordship, after hearing the evidence, held 
that the relationship between Mrs. Johnson and Dr. 
Williams was more like that of mother and son, and that 
it was difficult to understand how “. . . a casual attend- 
ance on two occasions” could create a confidential and 
fiduciary relationship. He was also satisfied that the gift 
was the result of the free exercise by Mrs. Johnson of her 
independent will. Mrs. Johnson then took the case to 
the West African Court of Appeal, who decided against 
the learned judge on both points. They thought that the 
parties were doctor and patient, and that the doctor had 
not rebutted the presumption of influence. 


Appeal to the Judicial Committee 


The doctor thereupon appealed to the Judicial Com- 
mittee of the Privy Council, who reversed the Court of 
Appeal on the second point and confirmed the judgement 
of Chief Justice Webber. They agreed that the Court of 
Appeal were right in finding that the professional relation- 
ship existed, and that the learned Chief Justice was wrong 
in speaking of “. . . a casual attendance on two ocasions.” 
The doctor, said the Board, had attended the old lady 
through two illnesses, but the illness of August, 1930, was 
clearly no light matter and “ afforded just such an oppor- 
tunity for generating those feelings of confidence and grati- 
tude calculated to produce the influence (no doubt uncon- 


— —_— 


sciously operative) which creates a desire to confer benefits 
on the medical adviser and against which the patient 
requires protection.” It was therefore necessary, the 
Board found, that the doctor should prove that the gift 
was not tainted by this influence, and the Board discussed 
the means by which such a presumption can be rebutted. 


** Influence’ Disproved 


The most obvious way is to show that the gift was made 
after the nature and effect of the transaction had been 
fully explained to the donor by some independent and 
qualified person. In many cases (as the House of Lords 
have said’) this may be the only means of proof, and if 
evidence is given of circumstances sufficient to establish 
freedom of will they are not to be disregarded simply 
because they do not include advice from a lawyer. Chief 
Justice Webber found that Mrs. Johnson was aware of the 
true nature of the transaction, deliberately chose a con- 
veyance in preference to a deed of gift, signed it well 
knowing its contents, and had the contents read out to her 
and understood them all: he was therefore satisfied that 
she had freely exercised her independent will. The Board 
had to satisfy themselves that there was evidence which 
justified his Lordship in this finding. Mrs. Johnson had 
a solicitor whom she chose herself to prepare the deed. 
This was not in itself sufficient, because it was not proved 
that he knew all the relevant circumstances, and especially 
the total of Mrs. Johnson's property and its relation to the 
size of the gift. The really important evidence before 
Chief Justice Webber was, however, that of Mrs. Johnson 
herself. He concluded that she was well educated, betrayed 
no sign of mental weakness, and had competently adminis- 
tered her son's estate. She was, in fact, an intelligent, 
astute, and strong-willed woman. The Board therefore 
found that the doctor had displaced the presumption of 
influence and was entitled to keep the gift. 


The exceptional feature of this case, and perhaps the 
decisive one, was the fact that Mrs. Johnson was alive 
and able to give evidence, so that her visible personality 
belied her assertion that she had not exercised an inde- 
pendent will. Usually, as the Board pointed out, the 
donor is dead, and the donee has to prove his case by less 
direct and more difficult means. 


ARMY MEDICAL SERVICES 


The War Office announces that Colonel R. C. Priest, M.D., 
F.R.C.P., K.H.P., Professor of Tropical Medicine, Royal Army 
Medical College, and Consulting Physician to the Army, will 
be promoted to the rank of Major-General (supernumerary), 
as from October 13, and will continue in his present appoint- 
ment. 

The King has awarded the Military Cross to Captain J. W. 
Orr, R.A.M.C., for gallant and distinguished service in action 
in connexion with the operations on the North-West Frontier 
of India, 1937. 

The King has conferred the Territorial Decoration upon 
Lieut.-Colonel J. O. Thomas, M.C., Major and Brevet Lieut.- 
Colonel J. Marshall, M.C., and Major W. R. Martine. M.B.E., 
R.A.M.C.(T.A.). 


ARMY DENTAL CORPS 


The War Office announces that applications are invited from 
dental surgeons for appointment to a limited number of com- 
missions in the Army Dental Corps. Candidates will be selected 
for these commissions without competitive examination, and 
will be required to present themselves in London for interview 
and physical examination towards the end of October. They 
must be registered under the Dentists Acts or Medical Acts 
and be not over the age of 28. Successful candidates will in 


" Incle Noriah v. Shaik Allie, 1929 A.C, 127. 
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the first instance be given short service commissions for six 
years. at the end of which period they will retire with a 
gratuity of £1,000, unless they have been granted permanent 
commissions. Permanent commissions will be given to officers 
selected from among those who wish to make the Army their 
permanent career. Full particulars of the conditions of service 
and emoluments, also form of application, may be obtained 
from the director, Army Dental Service, the War Office, S.W.1. 


DEATHS IN THE SERVICES 


Lieut.-Colonel Ossorne HENRY CHANNER, Bombay Medical 
Service (retired), died at Fordingbridge. Hants, on September 
16. aged 84. He was born at Allahabad on August 21, 1853, 
the fourth son of the late Colonel George Girdwood Channer, 
and was educated at Edinburgh. where he graduated as M.B. 
and C.M. in 1876. Entering the 1.M.S. as surgeon on Sep- 
tember 30. 1876, he became lieutenant-colonel after twenty 
years service, and retired with an extra compensation pension. 
on April 1S, 1907. He served in the Afghan War of 1879-80, 
when he was mentioned in dispatches in G.G.O. No. 375 of 
1880. and received the medal. 


Universities and Colleges 


UNIVERSITY OF WALES 
WELSH NATIONAL SCHOOL OF MEDICINE 


The opening address for the new session of the Welsh 
National School of Medicine will be given in the lecture 
theatre of the Institute of Physiology. Newport Road, Cardiff, 
b. Sir Joseph Barcroft, F.R.S.. emeritus professor of physio- 
logy in the University of Cambridge. on Friday, October 8, 
at § p.m. The subject of his address is “* Physical Unfitness.” 
The Bishop of Monmouth, President of the School, will take 
the chair. 
UNIVERSITY OF DURHAM 


Lord Eustace Percy. Rector of King’s College. will give the 
inaugural address of the winter session, 1937-8, in the 
Examination Hall of the Medical School. Kings College, 
Northumberland Road. Newcastle-upon-Tyne, on Friday, 
October & at 4.15 p.m. His subject is “ Medicine and 
Government.” 
UNIVERSITY OF LONDON 
UNIVERSITY COLLEGE 

r. Phyllis Tookey Kerridge will give a course of four lectures 
on “The Physiology of Hearing and Speech” at University 
College. Gower Street. W.C.. on Mondays. October 11. 18, 
and 2S, and November 1. at 5 p.m. The lectures are open 
to the public without fee or ticket. 


UNIVERSITY OF LEEDS 


The following candidates have been approved at the examina- 
tions indicated : 

M.D.—J. H. Crawford, R. S. Mingworth, 1. Macpherson, N. W. 
Roberts, P. Science. 

Fina. M.B.. Cu.B.—Part I: J. R. Acfield, A. B. Dick, C. A. 
Everatt, A. F. A. Fairweather, D. G. Huntly, J. Jackson, H. Levine, 
Marjorie Marquis, Jean Middiemiss, C. T. Roberts, C. R. Robson, 
Dorothy E. Rowling. J. L. Sharp, J. P. Watson, H. D. Whiteley, 
Part IT: N. Baster, Eileen M. Bateson, Joan M. Bateson, R. Cargill, 
H. Cohen, S. P. H. Fergus, K. M. Fox, S. Levy, L. Roberts, 
1. Smith, F. W. Wigglesworth. Part Ill: K. B. Aske, N. Baster, 
Eileen M. Bateson, Joan M. Bateson, R. Cargill, H. Cohen, 
S. P. H. Fergus, K. M. Fox, V. P. Geoghegan, S. Levy, L. Roberts, 
H. Silverman, I. Smith, Mary Townend, F. W. Wigglesworth. 

DIPLOMA IN PsyYCHOLOGICAL Mepicine.—Margaret C. Campbell, 
Gwendoline D. Knight, H. Shaffer. 

D. P. H.—F. C. Hyland. 


The West Riding Panel Practitioners Prize and the William 
He, Gold Medal have been awarded to James Albert Rhind. 


In presenting the report for 1936 of the Winsley Sana- 
torium, the chairman of the executive committee welcomed 
the presence of Dr. Lionel A. Weatherly, who was the first 
chairman of the executive committee constituted in 1899 
for the building and maintenance of the sanatorium. 
A tribute was paid to Dr. Weatherly for his outstanding 
services in promoting the establishment of the sanatorium. 


UNIVERSITIES AND COLLEGES 


‘THe Brivisu 
MEDICAL JOURNAL 687 


Medical News 


Sir Humphry Rolleston will give the inaugural address 
at the opening of the ninety-sixth session of the School 
of the Pharmaceutical Society of Great Britain on Wed- 
a October 6, at 3 p.m., at 17, Bloomsbury Square, 


The Dean and School Committee of University College 
Hospital Medical School are giving a reception in the 
library of the Medical School on Tuesday next, October 
5, at 4 p.m. Tea will be served in the library. 


The annual prize distribution and conversazione will 
take place at the Royal Dental Hospital of London 
School of Dental Surgery, Leicester Square, W.C., on 
Tuesday, October 5, at 8 p.m., when Sir Cuthbert S. 
Wallace, Bt., P.R.C.S., will preside. 


Dr. Charles E. Wheeler will give an address entitled 
“A Hundred Years of a Heresy” in the Hastings Hall, 
B.M.A. House, Tavistock Square, W.C., on Friday, 
October 8, at 5 p.m. Medical men and women are in- 
vited to attend this lecture, which is introductory to a 
course arranged by the London Homoeopathic Hospital, 
Great Ormond Street. 


A special course on the psychology of crime is to be 
provided for magistrates by the Tavistock Clinic, Malet 
Place, W.C.1. Matters to be studied during the course, 
which begins on October 5, include the delinquent eflects 
of poverty, unemployment, wrotg discipline and other 
social ills, and of such physical conditions as epilepsy, 
encephalitis lethargica, toxic conditions, and gland 
disturbance. 


The eighteenth French congress of orthopaedics and 
“ traumatology ~ will be held in Paris under the presidency 
of Dr. E. Sorrel on October 8 and 9, when a report by 
Drs. Leveuf of Paris and Perrot of Geneva on tendon 
transplantations in infantile paralysis will be presented. 


On September 23 Professor W. W. Jameson, M.D., dean 
of the London School of Hygiene and Tropical Medicine, 
formally opened the extensions of the Ham Green Hos- 
pital, recently provided by the Bristol City Council. The 
scheme, now completed, comprises two smail-pox blocks 
and mortuary, a block for general infectious cases, and an 
extension to the nurses’ home ; the amount of the contract 
for the whole scheme was £39,541. The Lord Mayor of 
Bristol presided over the opening ceremony and the 
Bishop of Bristol offered a dedicatory prayer. Professor 
Jameson expressed the opinion that there was no city in 
the land where modern progressive local government might 
be studied with greater profit than Bristol. 


Pamphiet No. 112 issued by the Board of Education is 
entitled The Education of Backward Children, and has 
special reference to children who are backward because 
they are innately dull. It is published by H.M. Stationery 
Office at Is. The authors are a group of H.M. Inspectors 
who have made a special study of the subject, and their 
purpose to suggest to teachers generally some educational 
principles upon which to base their practice. 

Dr. Harvey Cushing has resigned his chair of Sterling 
Professor of Neurology at Yale University School of 
Medicine, but will continue his association with the 
University as director of studies in medical history and 
will retain the rank of professor. 

Dr. L. Haden Guest, M.C., is the Labour candidate in 
the forthcoming Parliamentary by-election at North 
Islington. 

The cholera epidemic in Hong Kong still persists, and 
according to the Hong Kong correspondent of The Times 
there have been 1,622 cases between July 20 and Sep- 
tember 21. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, BritisH Mepicat JourNnat, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proots. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

All communications with reference to ADVERTISEMENTS should 

addressed to the Advertisement Manager. Orders for copies 
of the Journal and communications with reference to subscrip- 
tions should be addressed to the Secretary, B.M.A. House, 
Tavistock Square, W.C.1. 

The TeLtepHone Number of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TeLeGrRapHic ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitivlogy 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
hone: 24361 Edinburgh), and of the Office of the Irish Free 
tate Medical Union (1.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Irritation Around Urethral Meatus 


“W.E. S.” writes: I would greatly appreciate the comments 
of readers upon the following case. A man, aged 43, suffers 
from irritation and redness in the periurethral region of the 
glans penis. The foreskin is lax and completely covers the 
glans. The condition is made worse by a bus journey or 
prolonged sitting in a chair. All local sources of irritation 
have been eliminated and the genito-urinary system fully 
investigated. 


Lymphatic Oedema 


Dr. W. J. Burns SeELKIRK (Birmingham) writes in reply to 
~G.P.” (Journal, September 18, p. 604): 1 have a note: 
“ Blue legs with subcutaneous thickening, push vitamin D.” 
As the patient in “G.P..s” case has menorrhagia she will 
be losing much calcium. The use of vitamin B in soft 
oedema is described in the British Medical Journal of 
February 27, 1932 (p. 374). 


Medical Treatment for Dupuytren’s Contracture 


Dr. CrRESSWELL Davis (Burnham Road, Highbridge, Somerset), 
in reply to “ Nadaud ” (Journal, September 25, 1937, p. 642), 
writes: I have treated in adults several severe cases, one 
bilateral, for which amputation had been advised by sur- 
geons of repute. The patient is instructed to get a series of 
small rubber balls of graduated size—the smallest just big 
enough to press firmly between the flexed fingers and the palm. 
This ball is kneaded with the affected fingers for definite 
periods each day, and kept in place at night by means 
of a webbing strap round the dorsum of the hand and the 
ball. As the desired extension is obtained larger and larger 
balls are used. Gradual extension and movements aided 
by the opposite hand are also insisted upon. In one very 
severe case (bilateral) in a mechanic in six weeks the 
fingers, previously firmly held in contact with the palms of 
the hands, had 75 per cent. full extension, and the patient 
could shave himself for the first time for twelve years. I 
hope to collect a few more cases, with ~ before and after” 
photographs for publication eventually. In the meantime 
] shall be pleased to give “ Nadaud ™ any further informa- 
tion” if he would care to write to me. | suggest an ~ over- 
size glove or mitten to keep the ball in place at night in 
the case of a child. 


Income Tax 
Public Appointment: Motor Car Allowance 


“Cram” is one of a number of assistant medical officers who 
have not been given a car allowance by the appointing 
authority but only third-class rail or bus fares, except in 
special circumstances. ~All the facts have been annually 
placed before the income tax authorities” and a deduction 
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for the incurred cost in running cars has been claimed 
and granted. Recently claims have been refused and a 
demand is being made for tax on past allowances. 


*“" It is unlikely that the claim to the allowance would 
be upheld on appeal. The Act requires the expenses to 
be “incurred ... necessarily in carrying out the duties 

* and the local authority” s allowance would probably 
be regarded as all that was “necessary.” As regards past 
years, the revision can be made if the inspector has ~ dis- 
covered ” an under-assessment. Seeing that he had all the 
facts before him the question of discovery is open to argu- 
ment, but recent judicial dicta might be construed to support 
the proposed demands. In the circumstances we suggest 
that our correspondent might write to the Board of Inland 
Revenue, Somerset House, W.C.2, pointing out the hardship 
resulting from altering the assessments for past years and 
asking—without prejudice to the legal point—that as an uct 
of grace the assessments for those years be left undisturbed. 


Occupation Rent Free by Assistant 


* House” is an assistant. and lives rent free in premises 
owned by his principal. Who should pay the tax assessed 
on the property under Schedule A? 


« The principal is entitled to deduct as an expense of 
carrying on the practice the amount of the Schedule A 
assessment, and if, as we assume, he has been allowed that 
deduction the liability to pay the amount of the tax thereon 
would seem to be his. 


LETTERS, NOTES, ETC. 


** The Role of Chemiotaxis in Bone Growth” 


Mr. A. P. BerTWISTLE, F.R.C.S.Ed.. writes: Your reviewer of 
the book with the above title complains that I have added 
another word to an overburdened nomenclature. How 
else can one express a new process but by coining a new 
word? Incidentally by this process one is enabled to 
vindicate John Hunter's dictum that the blood vessels bring 
bone to its destination. Chemiotaxis is a long word to 
express the * search for food.” The lowly amoeba possesses 
no eyes, ears, Or a nose, and yet it is capable of moving 
towards and ingesting bacteria in the soil as its cousin the 
leucocyte does in animal tissues. This search for food is 
one of the basic principles of life, and is nowhere seen 'o 
better advantage than in plant life, hence the subject of 
Chapter I. “To seek new insight into the nature of the 
process whereby developing structures follow particuiar 
pathways ™ is almost as difficult a task as finding the origin 
of life, which will probably be for ever veiled in mystery. 


Disclaimer 
Dr. JoHN C. HopGson writes: The clinical memorandum 
written by me on ~ Parkinsonism following Peripheral 
Trauma™ which appeared in the Journal of September 18 


has resulted in a column in the Manchester edition of the 
Daily Express, with my name and address in large type. 
1 wish to disclaim all responsibility for this unauthorized 
publicity. 


Buccal and Lingual Ulcers 


Mr. HersBert TILLEY wishes to correct a statement he made 
in the Journal of September 18 (p. 564) in response to the 
request of ~ Puzzled” for suggestions as to the treatment of 
a patient suffering from buccal and lingual ulcers. In my 
reply, he writes, 1 advised a trial of Bayer and Co.’s pre- 
paration known as “campolon” because it had given rapid 
and successful results in three of my own patients who 
failed to respond to full doses of iron, arsenic, and other 
haematinics. 1 was well aware that the remedy suggested 
was one of the “liver extracts,” and that this type of 
therapy had long since proved efficacious in the treatment 
of certain of the grave anaemias. But in conversation with 
a well-known pharmacist previous to forwarding my advice 
to your correspondent | gathered the impression that 
campolon was an extract of cod- and halibut-liver oils. 
Herein laid my mistake, which I hasten to acknowledge. 


Corrigendum 


We regret that in a paragraph on bacterial flora at high alti- 
tudes published on September 18 (p. 572) there were several 
typing errors which should have been corrected. The words 
mycobacteria and bacteria were misspelt, and the last five 
words of the paragraph should have read “ bacillus subtilis 
and bacillus mesentericus.” 
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